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Muslim Americans are at risk for experiencing systematic and interpersonal acts of 
discrimination (Rippy & Newman, 2006). Such experiences of discrimination can lead to 
the development of depressive symptoms. Thus, it is critical to understand factors that 
may influence the relationship between experiencing discrimination and developing 
depressive symptoms. The purpose of the present study was to examine the relationship 
between psychosocial adversities (i.e., perceived discrimination), psychosocial resources 
(i.e., coping strategies, religious community support) and depressive symptoms. 
Hypotheses regarding both the relationships among the variables, as well as the 
mediating role psychosocial resources play in the relationship between perceived 
discrimination and depressive symptoms were assessed. Muslim Americans (N=272) 
completed the survey, which was distributed online and in person. Using structural 
equation modeling, results revealed that high levels of perceived discrimination are 
related to lower levels of coping, which, in turn, are related to higher levels of depressive 
symptoms. Additionally, high levels of perceived discrimination are related to lower 
levels of religious community support, which itself is related to higher levels of 
xi 
 
depressive symptoms. The relationship between perceived discrimination is mediated by 
coping strategies and partially mediated by religious community support. There are 
gender differences between men and women in the mediating variables (i.e., coping 
strategies and religious community support) and depressive symptoms.  Limitations of 
the study, and directions for future research as well as implications for counseling 






CHAPTER 1. INTRODUCTION 
Islam is a monotheistic, Abrahamic religion guided by the Qur’an, which is 
considered to be the direct word of God, and by the teachings of Mohammad, who is 
considered by Muslims to be the final prophet sent by God. The term “Islam” comes from 
the Arabic word “salama,” which means both “submission” and “peace.” Muslim 
religious identity is grounded in both definitions of the word “salama;” “submission” 
refers to submission to the will of God, and “peace” refers to a state of peace in which 
God’s creations live in accordance with God’s way. Nonetheless, various faith traditions 
and ethnic groups within Islam differ on their understanding of Islamic history, law and 
practice of various rituals. The four main schools of thought in Islam are Sunni, Shi’a, 
Sufi, and Ahmadiyya. Each school of thought has several branches or orders with specific 
teachings and beliefs. Although there are numerous faith traditions within Islam, they are 
unified by five practices referred to as the “Pillars” of Islam. These five practices are: (a) 
Shahada, a declaration of faith in God and Mohammad as the messenger of God; (b) 
Salah, the five daily prayers of Muslims at prescribed times of the day; (c) Zakaat, 
almsgiving or charity of a specific percentage of one’s wealth to be given to those in need 
once per year; (d) Sawm, fasting during the month of Ramadan from sunrise to sunset; 
and (e) Hajj, the obligation of Muslims who are financially and physically able to 
perform a pilgrimage to Mecca, the holiest site in Islam.  
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Muslims in the U.S.  
 In this section, I present information on demographic characteristics and the 
history of Muslims in the U.S. In this section, I present demographic characteristics of 
U.S. Muslims as well as a brief history of the two largest populations of Muslim 
Americans, African American Muslims and immigrant Muslims, the latter including 
primarilyArab American Muslims and South Asian American Muslims. Finally, I discuss 
the history of and recent increase in discrimination against Muslims in the U.S.  
Islam is practiced by approximately 23.4% of the world’s population with an 
estimated 1.6 billion adherents (Pew, 2015). The U.S. Census does not collect 
information about religious affiliation. However, estimates of the number of Muslims in 
the U.S. range from two million to seven million (Hamdan, 2008; Pew, 2015). Pew 
estimates indicates that the current Muslim population of the U.S. is approximately 2.6 
million individuals and is expected to grow to 6.3 million by 2030 (Pew, 2015). Please 
see Appendix A for more information regarding population estimates of Muslims by state 
and global Muslim populations. Muslim Americans are an ethnically and culturally 
diverse group consisting primarily of nearly equal populations of U.S. born African 
Americans, Arab Americans and South Asian Americans (Figure 1; Padela, Gunter & 
Killawi, 2011). Two-thirds of the Muslim population in the U.S. are first generation 
immigrants, and the remaining third were Muslims born in the U.S. (Pew, 2016). 
Muslims make up 10.2% of incoming immigrants to the U.S. each year, with the largest 
population of immigrants coming from Pakistan (Pew, 2016). Muslims are slightly 
younger than the general U.S. population with an estimated 41% under the age of 30 in 




Figure 1. U.S. Muslim Population by Ethnic Background (Padela, et al., 2011).   
 
African American Muslims comprise approximately 25% of the Muslim 
American population (Ciftci, Jones, & Corrigan, 2013). West African Muslims, who were 
abducted and forced into servitude in the 1500s, are considered to be the first Muslims to 
arrive in the Americas (Curtis, 2002). These Muslims were prohibited from openly 
practicing Islam, and their captors imposed Christianity upon them. Islam did not 
reemerge among African American populations until the early twentieth century 
(Omanson, 2013).  Ahmadiyya missionaries who linked Islam to Black history influenced 
early African American Muslims (Curtis, 2005). Numerous African American Muslim 
movements emerged during this time that encouraged African Americans to convert to 
Islam in the spirit of returning to pre-slavery traditions (Curtis, 2005). Elijah Muhammad 
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formed Allah’s Temple of Islam in 1930, which eventually became known as Nation of 
Islam (NOI; Omanson, 2013). Malcolm X, a major figure in NOI who later embraced 
Sunni Islam, was responsible for a substantial increase in African American Muslim 
converts in the 1960s. Additionally, Islam grew among incarcerated African American 
men through outreach efforts made by NOI targeting this population (McCloud, 1995). In 
the late 1970s, Imam Warith Deen Mohammed removed non-Sunni concepts (e.g., the 
prophethood of Elija Muhammad) from the NOI’s tenets and changed their name to The 
World Community of Al-Islam in the West, which was later known as American Society 
of Muslims. Louis Farrakhan, the current leader of NOI, broke away from Imam 
Mohammed’s teachings and reestablished the original traditions of Nation of Islam.  
As the brief account just given may suggest, African American Muslims have a 
history and culture that is distinct from more recent African immigrant Muslims from 
countries (e.g., Ethiopia, Somalia) in Africa. There is limited research on the experiences 
of African American Muslims although calls have been made to enhance the visibility of 
this population (MMHC, 2016). Discussions regarding African American Muslims have 
focused on the problematic exclusion of the experiences of this population from the 
literature, within-group discrimination against African American Muslims by other 
Muslims, and specific strengths and areas of resilience that this population may have. 
Exclusion of the experiences of African American Muslims from mainstream 
representations of Islam prompted the establishment of the first annual Black Muslim 
Psychology Conference,which was held in Philadelphia, PA in 2015.   
Muslim immigrants in the U.S. are an ethnically diverse group with individuals 
hailing from every country where Muslims live. The majority of Muslim American 
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immigrants are from South Asia and the Middle East (Pew, 2016) although small 
communities of European (e.g., Albanian, Bosnian) and African Muslim immigrants are 
present throughout the United States. South Asian (e.g., Indian, Pakistani) Muslims are 
estimated to comprise 34% of the Muslim American population, whereas Middle Eastern 
Muslims account for 26% (Ciftci et al., 2013). The largest wave of Arab and South Asian 
Muslim immigration to the U.S. occurred in the mid-1960s following the Immigration 
and Naturalization Act of 1965 (Ozyurt, 2013), which ended policies that discriminated 
against non-European immigrants. Although earlier waves of Arab immigration to the 
U.S. were primarily Christian, more recent waves of Arab immigrants are predominantly 
Muslim, contributing to an increased proportion of Arab immigrants who are Muslims to 
Arab Christians (Amer & Kayyali, 2016).  
Like other minority groups within the U.S., some Muslims face discrimination on 
the basis of their religion. Anti-Muslim discrimination in the forms of policy and media 
portrayals have been prevalent in the U.S. since the early 1980s (Ibish, 2008). The 
September 11, 2001 attacks on the World Trade Center and Pentagon were followed by a 
significant increase in documented cases of anti-Muslim hate violence (Rippy & 
Newman, 2006) that continued to escalate until “leveling off” in 2009 (CAIR, 2009). 
However, in the year 2010 there was a notable increase in anti-Muslim rhetoric and 
violence centered on the construction of new mosques (CAIR, 2010). The year 2010 
marked an increase in national anti-Muslim hate groups lobbying for the limiting of civil 
rights for Muslims in the U.S. Such groups paid for advertisements on busses and trains 
in cities with large Muslim populations calling for action against Muslims.There were 
also notable occurrences of state legislatures publicly advocating for anti-Muslim hate 
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groups,  initiating legislation intended to limit the civil liberties of Muslims. Over one 
hundred bills or amendments uniquely targeting Islamic traditions for special prohibition 
were introduced in the legislatures of twenty nine states between 2011 and 2013 and 
seven were passed by the middle of 2013 (CAIR, 2013). In addition to overt acts of 
discrimination, researchers have noted Muslim Americans may also routinely experience 
microaggressions (i.e., daily, commonplace intentional or unintentional indignities 
directed at minority individuals; Ciftci, Shawahin, Reid-Marks, & Elison, 2013; Nadal, 
Griffin, & Hamit, 2012; Sue, Copodilupo, & Holder, 2008). Such experiences are likely 
to go unreported and not be accounted for in the overall statistics documenting 
discrimination against Muslim American individuals. Overall, Muslim Americans appear 
to be at risk for experiencing systemic and interpersonal acts of violence and 
discrimination. 
Muslim Americans and Minority Health 
Although Muslims are a growing minority in the U.S. who are subjected to 
negative treatment, very little research is available on the mental health of this 
population. Despite numerous calls for research on the mental health of this population, 
there are notable gaps in the empirical research (Amer & Bagasra, 2013). Haque (2004) 
suggests that Muslims experience stressors that may impact their mental health including 
(a) a sense of alienation and identity crisis, (b) misconceptions about Islam and Muslims 
from mainstream society, (c) prejudice and discrimination, and (d) systemic barriers to 
practicing religious customs. Such stressors can be a contributor to health disparities 
among Muslims in the United States. Health disparities (Whitehead, 1991) refer generally 
to observed differences in the health outcomes of disadvantaged social groups (e.g., racial 
7 
 
and ethnic minorities) in comparison to groups with societal privilege (Braveman, 2006). 
Historically, research on health disparities has focused on observed differences in health 
based on racial and ethnic differences, socioeconomic status, and sexual orientation. 
Religious identity is a demographic characteristic that has not been well examined in 
health disparities research. Due to unique stressors faced by Muslim Americans, Padela 
and Curlin (2013) called for an expansion of health disparities research to include 
religious minorities.  
The present study is based on a theoretical framework for understanding minority 
health. Minority health theories consider complex biological, psychological and social 
factors that may contribute to health disparities. The focus on biological, psychological 
and social factors as they contribute to health is grounded in the work of Engel (1977), 
who proposed deviating from a strict biomedical model of examining health to one that 
considered more complex factors. Clark, Anderson, Clark, and Williams (1999) 
introduced a biopsychosocial model hypothesizing pathways that lead from perceived 
discrimination to health outcomes among African Americans. This model posits that 
perceptions of discrimination lead to health outcomes by a number of factors, including 
responses such as social support and coping patterns. Using this conceptual framework, 
researchers have examined biopsychosocial factors as they pertain to the mental health of 
culturally diverse individuals. For example, Pascoe and Richman (2009) identified social 
support and coping style as factors that influence the relationship between perceived 
discrimination and mental health outcomes in minority groups. Such mediating factors 




Statement of Purpose 
 The purpose of this study is to examine the mediating role of coping strategies 
and religious community support in the relationship between perceived discrimination 
and depressive symptoms among Muslim Americans. Depressive symptoms are common 
among marginalized populations in the U.S. (Hyde, Mezulis, & Abramson, 2008) 
although few studies have examined prevalence rates among Muslim Americans. 
Scholars have documented a connection between perceived discrimination and a range of 
mental health concerns, including depressive symptoms, among marginalized populations 
(Pascoe & Richman, 2009).  It is critical to examine depressive symptoms as they relate 
to experiencing discrimination. I expect the relationship between perceived 
discrimination and depressive symptoms to be mediated by two specific psychosocial 
resources, coping strategies and religious community support. I conceptualize coping 
strategies broadly by examining cultural adaptation coping strategies (i.e., bicultural self-
efficacy) as well as specific strategies (e.g., education/advocacy, resistance) used by 
minorities in response to discrimination. The mediating role of coping strategies and 
religious community support in the relationship between perceived discrimination and 
depression among Muslim Americans has not been examined in previous studies. I 
expect that a lack of the aforementioned psychosocial resources will explain the 
relationship between psychosocial stressors and mental health among Muslim Americans.  
Importance of the Study  
 Examining specific psychosocial resources and stressors that influence the mental 
health of Muslim Americans is important for a number of reasons. First, this study can 
inform practitioners, researchers, and administrators working with Muslims with 
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information on psychosocial resources that influence the health of Muslims. 
Understanding the role of psychosocial resources is critical given the prevalence of 
apparent stressors (e.g., surveillance, hate crimes, institutional discrimination; Amer & 
Bagasra, 2013). Although a number of factors (e.g., centrality, cultural background) can 
impact Muslim’s help-seeking behaviors, research suggests Muslim Americans tend to 
seek guidance for mental health concerns from Islamic religious leaders rather than seek 
out traditional counseling and psychological services (Abu-Ras, Gheith, & Cournos, 
2008). Therefore, it is necessary to examine psychosocial stressors and resources 
impacting this underserved population. By working with religious leaders and community 
centers, counseling psychologists can develop preventative services and outreach 
programs to enhance psychosocial resources available among Muslim Americans.  
Second, this study can inform researchers and policy makers interested in Muslim 
Americans health. Research results can be useful to practitioners working with Muslims. 
Health research and policy may center on the creation of programs to address structural 
discrimination against Muslims and increase religious community support programming 
for this population. These efforts can help contribute to increasing religious community 
support and positive coping among Muslim Americans.    
Third, the preliminary analyses in this study can elucidate within-group 
differences among the Muslim American population. In order to better understand the 
unique experiences of the diverse ethnic groups that comprise this population it is 
important to understand the role of a shared religious background. There is limited 
research highlighting Muslim American within-group differences with regard to 
ethnicity, gender, religious denomination, and other demographic characteristics. 
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Understanding relevant within-group differences can help inform targeted interventions 
addressing specific concerns that various Muslim American sub populations may have.  
Relevance to Counseling Psychology  
My study and its results are relevant to counseling psychology in various ways. 
Counseling psychology is unified by six themes that highlight major aspects of the 
profession. Gelso and Fretz (2001) identified five unifying themes (i.e., focus on intact 
personality, brief interventions, strengths-focus, an emphasis on vocational development 
and person-environment interaction) of counseling psychology. Motulsky, Sue, Gere, 
Saleem and Trantham (2014) identified a focus on diversity and social justice as a newer 
theme of counseling psychology. The three counseling psychology themes most relevant 
to this research study are (a) a focus on strengths and assets, (b) person-environment 
interaction, and (c) diversity and social justice.  
An important theme of counseling psychology is an emphasis on enhancing the 
strengths, in contrast to focusing on the deficits, of an individual. Counseling 
psychologists use evidence-based practices to work with their clients to help them 
recognize their existing assets and foster new strengths. Coping strategies, such as 
bicultural self-efficacy and discrimination-specific coping strategies, can be 
conceptualized as strengths that can promote cultural competencies, which in turn can 
reduce the likelihood of developing mental health concerns such as depression. 
Community support from one’s religious community can be conceptualized as a 
collective strength that can facilitate the development of strong communities. Lopez and 
Edwards (2008) emphasize the importance of accounting for cultural factors, such as 
religious community support, when examining strengths. Identifying how strengths 
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manifest themselves in Muslim American populations is essential to fostering the 
development of strengths within these populations. The results of this study can provide 
evidence for potential interventions that can enhance cultural strengths among Muslim 
Americans.  
A second relevant theme of counseling psychology is a focus on the person-
environment interaction.  Counseling psychologists strive to understand the role 
environmental factors have on individuals as well as how an individual’s role within their 
environment influences experience. This perspective contrasts with others that 
exclusively focus on either the person or the environment. Counseling psychologists view 
individuals as inextricably linked with their environment and attempt to understand 
experiences within this context. They seek to bring this understanding of contextual 
factors to research and clinical practice in order to better assist clients and society. A 
failure to address systemic elements that result in discrimination against minority 
populations can result in structural inequality effectively marginalizing those populations 
(Martin-Baro, Aron & Corne 1994). Arbona and Coleman (2008) recommend that 
counseling psychologists engaged in research explore environmental factors that mitigate 
the negative impact of discrimination on health outcomes. A critical task of counseling 
psychologists is clarifying psychosocial factors that mediate the relationship between 
perceived discrimination and mental health outcomes (Arbona & Coleman, 2008). 
Person-environment interaction is relevant to this research study as a framework for 
understanding how environmental factors (e.g., discrimination, religious community 
support) and personal factors (e.g., coping strategies) influence mental health.  
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A third theme of counseling psychology related to this study is social justice and 
multiculturalism. The importance of social justice to counseling psychologists is 
grounded in a commitment to identifying and subverting structural barriers, such as 
systemic discrimination, that prevent individuals from actualizing their potential. Speight 
and Vera (2008) note that identifying factors that contribute to mental health disparities is 
a key social justice issue for counseling psychologists. Specifically, they highlight the 
importance of examining factors such as stress, coping, racial or ethnic identity, and 
acculturation on mental health outcomes. The current study will examine psychosocial 
factors that contribute to mental health outcomes in a marginalized religious minority 
group. Chwalisz and Obasi (2008) note the significance of assessing individual 
differences, particularly with regard to cultural factors, among minority groups when 
addressing health promotion and disease prevention. The results of the present study have 
the potential to inform future interventions with American Muslim populations that can 














CHAPTER 2.  LITERATURE REVIEW 
 In this chapter, I review literature relevant to the mental health of Muslim 
Americans, psychosocial resources (i.e., coping strategies, religious community support), 
and stressors (i.e., discrimination) related to minority mental health. I begin by offering 
information about within-group differences and mental health generally. I then focus 
specifically on depressive symptoms within Muslim American populations in the U.S. 
Next, I present the theoretical rationale for this study. I then present a review of literature 
on perceived discrimination, coping strategies (i.e., bicultural self-efficacy, coping with 
discrimination), and religious community support. In the final section, I present my 
research questions and hypotheses to be tested.    
Muslim American’s Mental Health and Shared Religious Background  
 This section will include a broad review of mental health among Muslim 
Americans followed by a more specific discussion of the prevalence of depressive 
symptoms among this population. Additionally, I will discuss the theoretical rationale for 
examining depressive symptoms among Muslim Americans and the role of a shared 
minority religion on mental health.  
Mental health among Muslim American Populations  
Due to interpersonal and systemic backlash following the September 11
th
 2001 
terrorist attacks on the World Trade Center, there have been increased efforts to 
understand the experiences of Muslims as a religious minority in the U.S (Amer & 
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Bagasra, 2013). Scholars believe the increased discrimination against Muslim Americans 
may have health impacts on this population (Amer & Bagasra, 2013). Basit and Hamid 
(2006) note the urgency of assessing social and mental health problems impacting the 
lives of Muslims in the U.S. Although Muslim Americans are ethnically heterogeneous, 
scholars note the importance of examining mental health concerns impacting this 
religious minority in order to better understand general experiences and to identify 
within-group differences (Padela & Curlin, 2013). Few studies have examined specific 
experiences of Muslim Americans as a minority group despite the clear dearth in the 
literature. There is an overall need for research on Muslim American populations that 
accounts for the shared religious background of this group as well as its ethnic diversity.  
It is often the case in research with Muslim populations that heterogeneity in the 
population is overlooked and that, as a result, information regarding ethnic background, 
sect, or other potentially impactful factors is not taken into account (Amer & Bagasra, 
2013). In addition, ethnicity and religion are often conflated in research with Muslim 
Americans, and within-group differences are often not examined. The experiences of 
African American Muslims, given the history of slavery, discrimination, and continued 
systemic oppression are likely to be markedly different than those of recent Muslim 
immigrants (e.g., Arab, South-Asian, African) to the U.S. Within-group differences with 
regard to religious sect are another potentially impactful factor. For instance, many Shi’a 
Muslim Americans came to the U.S. from countries such as Lebanon and Iraq to escape 
persecution under Sunni governments. Pre-immigration experiences such as war and 
trauma may also have an impact on differences in mental health outcomes among Muslim 
Americans (Hassouneh & Kulwicki, 2008). Clarifying the role of intersecting identities 
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(e.g., the combination of racial and religious) on the lives of Muslim Americans is critical 
to understanding factors that contribute to their mental health.  
Because of the limited literature on American Muslims, researchers and 
practitioners interested in this population have largely relied on research conducted on the 
ethnic minorities (e.g., Arab Americans, South Asian Americans) that make up the 
Muslim American population to develop interventions and practice guidelines (Ahmed & 
Amer, 2013). Mental health disparities have been documented by researchers in some of 
the racial and ethnic minority groups (e.g., Arab American, African American) that make 
up the larger Muslim American population. For instance, Arab Americans have rates of 
self-reported depressive symptoms higher than that of other ethnic minority groups (e.g., 
Latinos) (Amer, Awad & Hovey, 2014; Amer & Hovey, 2012; Wrobel & Paterson, 
2014). In the only study to examine risk for depression in a majority Muslim Arab 
American population in the U.S., Amer and Hovey (2012) noted 50% of their sample (N 
= 611) reported scores above the cut off for risk for depression as assessed by the Center 
for Epidemiological Studies-Depression Scale (CES-D). Similarly, Amer, et al. (2014) 
noted 41.2% of their sample of second-generation majority Muslim Arab Americans 
scored above the cut off using the CES-D. Previous research examining depressive 
symptoms among Arab American Muslim populations yields similar results. For 
example, in a study conducted by Hassouneh and Kulwicki, (2007) 40% of the Arab 
Muslim sample of women (N = 30) met clinical criteria using the cut off of 16 in the 
CES-D suggested by Radloff (1977). In a sample of Muslim Americans (N = 350), Abu 
Ras, and Abu Bader (2009) noted 62% of the participants met criteria for risk for 
depression on the CES-D. Taken together, these results indicate that the prevalence of 
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depressive symptoms among Muslim populations is higher than what is to be expected in 
a non-clinical sample.  
Researchers examining depression in Arab and Muslim American populations 
have speculated as to the relatively high levels of depressive symptoms found among this 
population. Amer et al. (2014) compared their findings in a sample of Arab Americans (N 
= 119) with previous studies and noted second generation Arab Americans have mean 
CES-D scores (i.e., 15) that are more similar to Arab populations in the Middle East (i.e., 
UAE, 15.5; Lebanon, 18.2) than with a White U.S. sample. The similarities identified 
between Arab American Muslim populations in the U.S. and abroad can potentially be 
explained by both populations experiencing out of the ordinary stressors that are 
associated with mental health difficulties. For example, Arab American Muslims in the 
U.S. may experience ethnic discrimination (Awad, 2010; Moradi & Hasan, 2004), which 
may contribute to mental health difficulties. Internationally, many majority Arab 
countries in the Middle East have been in a state of almost constant political turmoil, war, 
and instability since the mid 20
th
 century, which also contributes to mental health 
difficulties such as depression (Awad, 2010; Shawahin & Ciftci, 2012). Few researchers 
have conducted studies comparing U.S. and international populations of Arab Americans, 
so it is difficult to ascertain why Arab American populations, including U.S. born Arabs, 
have similar rates of depression to Arabs in the Middle East.  
Amer and Bagasra (2013) explain that research on the mental health of Muslim 
Americans dramatically increased following the 9/11 terrorist attacks due to concerns 
about the wellbeing of this potentially marginalized minority group. Despite this surge in 
research on the Muslim American population, the experiences of African American 
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Muslims have largely been neglected. One pre-9/11 study, focusing on the experiences of 
African American Muslim women with discrimination, identified religious community 
support as an important “safe social space to transform their life and their consciousness” 
(Byng, 1998, p.1). Aside from this single qualitative study (Byng, 1998) and one 
theoretical article outlining best practices for addressing domestic violence in an African 
American Muslim population (Kiely-Froude & Abdul-Karim, 2009), there are no 
published research studies that exclusively examine mental health outcomes of African 
American Muslims as evidenced by a Psych Info search using Boolean search terms 
“African American Muslim” and “Mental Health.” However, there is a dissertation study 
conducted by Naeem (2012) examining the influence of personality factors, gender, and 
socioeconomic status on religiosity among Black Sunni Muslims. In this study, Naeem 
(2012) notes the problematic dearth of literature on Black Muslims in the field of 
psychology and calls for additional research to be conducted on this population. Kiely-
Froude and Abdul-Karim (2009) note, with regard to the absence of African American 
Muslim narratives in mental health research, “the perceived homogenization of Muslim 
communities may explain why the nuances of Muslim American culture remain under 
investigated” (p.175). Researchers examining the mental health of Muslim American 
populations have documented the problematic exclusion of African American Muslim 
experiences from the overall literature. 
South Asian Muslim immigrants arrived to the U.S. in waves in the 1920s and 
1960s from countries such as India, Pakistan, Bangladesh, and Sri Lanka (Haque, 2004). 
Although few studies have focused exclusively on the South Asian Muslim population, 
scholars have noted experiences with discrimination and mental health concerns among 
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South Asian populations living in the U.S. For example, Rahman and Rollock (2004) 
note perceived discrimination among South Asian international students predicted 
depressive symptoms. Depressive symptoms may also be common among South Asian 
Muslim older adults as Abu Bader, Tirmazi, and Ross-Sheriff (2011) noted that 50% of 
the participants in their sample scored above the cut off on the CES-D scale. Basit and 
Hamid (2010) documented the intake diagnoses of Muslim Americans at the Hamdard 
Center for Health and Human Services in Chicago, IL, which serves a primarily South 
Asian Muslim population and noted 9% were diagnosed with a mood disorder. Among 
young South Asian Muslim Americans seen in private Muslim social service agencies in 
Illinois, Michigan, Missouri, Virginia and Kentucky, 15% presented with a mood 
disorder. Over all, very little is known about mental health concerns in the South Asian 
American Muslim population. However, given the apparent risk factors (e.g., 
discrimination) faced by South Asian Muslims living in the U.S., it is critical to examine 
factors that mediate the relationship between risk factors and mental health concerns. 
The limited research examining Muslim Americans suggests depressive 
symptoms may be prevalent. Given the potential risk of depressive symptoms found in 
this population, it is troubling that there is little research examining factors that may 
mediate depressive symptomology among Muslim Americans. Additionally, there is still 
little in the way of empirical literature representing the experiences of African American 
Muslims and South-Asian Muslims. Although some studies include South Asian and 
African American Muslims in their sample population, their representation is 
disproportionately low with regard to their relative population (Amer & Bagasra, 2013). 
For example, in a study on the impact of perceived discrimination on mental health 
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outcomes of 102 Muslim Americans, 57.8% of the sample participants were Arab 
Muslims, while 16.7% were South/East Asian, and 14.7% were African American or 
Caribbean and no within-group differences in mental health outcomes were noted with 
regard to ethnic background (Abu-Ras & Suarez, 2009).  Mental health concerns among 
Muslim Americans may not be adequately addressed in research or practice. It is apparent 
that shared religious minority background may influence mental health outcomes in this 
population. Therefore, to address the gap in the literature, it is important to examine the 
experiences of Muslim Americans and utilize samples that closely resemble the actual 
ethnic make-up of the Muslim American population.  
Theoretical Rationale and Role of Shared Minority Religion on Health 
  Engel’s (1977) biopsychosocial model theorizes that health outcomes are 
influenced by biological, psychological, and social factors. Applied to minority 
individuals, this theory posits that complex socio-cultural factors impact health and 
exacerbate health disparities via mechanisms “particular to marginalization caused by not 
conforming to dominant ideologies” (Brinkley-Rubinstein & Mann, 2014; p.30). Health 
disparities, defined as “systematic, plausibly avoidable health differences adversely 
affecting socially disadvantaged groups” (Braveman, et al., 2011; p.149) affect LGB 
populations (Cochran & Mays, 2007) low-income populations (Adler & Newman, 2002), 
immigrants (Lum & Vanderaa, 2010), and racial minorities (Brondolo, Gallo & Myers, 
2009). The shared factor among these groups appears to be experiences of discrimination.  
Individuals who have more than one socially marginalized identity experience complex 
interactions of identity and environment. The present study accounts for dynamic 
intersectional factors such as racial background and religious background that may 
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influence health disparities among minority populations in the U.S. Understanding these 
factors is increasingly an area of focus among scholars (Brinkley-Rubinstein & Mann, 
2014). Nadal et al. (2010) noted the mental health implications of subtle forms of 
discrimination on religious minorities in the U.S., including Muslim Americans is often 
under studied.  
 Despite the diverse ethnic and racial make-up of Muslim Americans, it is 
important to examine the mental health of the group as a whole due to their shared 
characteristic of being Muslim (Amer & Bagasra, 2013; Padela & Curlin, 2013). 
Although mental and physical health disparities research has focused generally on race, 
ethnicity, socioeconomic status, and sexual orientation, a shared minority religious 
identity may have mental health impacts that are independent of other demographic 
characteristics (Padela & Curlin, 2013). Based on existent literature on the health of 
Muslim Americans, Padela and Curlin (2013) theorize that shared religious identity 
impacts Muslims’ experiences enough to influence health behaviors and outcomes for 
three primary reasons: (a) Muslims’ God-centered framework for making meaning of 
illness, (b) a common ethico-legal framework guided by Islamic law when making 
health-related decisions, and (c) shared experiences of discrimination and social 
marginalization based on religious identity.  Of these three, my study considers Padela 
and Curlin’s (2013) theory of Islam’s influence over Muslim American health by way of 
shared experiences of discrimination and social marginalization. Overall, there is a need 
for research on psychosocial factors that may impact the mental health of Muslim 
Americans given the apparent elevated mental health concerns this population faces. 
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Examining the potential factors that impact the mental health of Muslim Americans may 
provide insight into potential intervention points when working with this population.  
 Conceptual models are used to understand the ways in which environmental and 
cultural dimensions may impact health outcomes. One such conceptual approach is the 
pathways model, which emphasizes mediating pathways to health disparities (Roux, 
2012). In pathways models, understanding specific mediating mechanisms is important in 
(a) identifying the etiology of health disparities and (b) identifying potential interventions 
to address disparities. Pathways models conceptualize behaviors as one potential 
mediating factor influenced by related factors including social processes such as 
discrimination (Roux, 2012). Clark and colleagues’ (1999) biopsychosocial model is an 
example of a pathways model. In this model, discrimination results in exaggerated 
psychological stress responses by way of psychosocial factors including coping responses 
and social support. Adler and Rehkopf (2008) note that, while some risk factors, such as 
exposure to discrimination, in the pathways model have direct effects on health, others 
influence behavioral and psychological characteristics that have health outcomes. Such 
behavioral and psychological characteristics can include specific coping strategies 
(Myers, 2009). Further, psychosocial factors such as religious community support may 
also play a role in mental health outcomes (Bjorck & Maslim, 2011).  
Factors Associated with the Mental Health of Muslim Americans 
In this section, I review psychosocial factors that may have an impact on the 
mental health of Muslim Americans. Psychosocial risk factors and resources are critical 
in understanding and addressing mental health concerns in marginalized groups. 
Consistent with previous research examining the experiences of minority populations 
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within the U.S., discrimination is a unique stressor that is thought to impact mental and 
physical health of minority populations (Pascoe & Richman, 2009). More specifically, I 
focus on (a) perceived discrimination, (b) coping strategies and, (c) religious community 
support. Coping strategies can include (a) strategies of cultural adaptation (e.g., bicultural 
self-efficacy), which are thought to be associated with various mental health outcomes in 
minority populations in the U.S. including Muslims (Sirin & Fine, 2007) and (b) 
strategies of coping with specific stressors (e.g., discrimination) associated with being a 
minority (Liang, Nathwani, Ahmad & Prince, 2010). Religious community support, 
particularly from Muslim communities, has been examined as a factor that is generally 
associated with more positive mental health outcomes in minorities, including Muslim 
Americans (Bjorck & Maslim, 2011; Hill & Pargament, 2003). Therefore, in this section 
I provide an overview of literature on psychosocial stressors (i.e., perceived 
discrimination) and psychosocial resources (i.e., coping strategies, religious community 
support) relevant to the Muslim American population.   
Perceived Discrimination 
Perceived discrimination, or experiencing unfair treatment based on some aspect 
of one’s identity, is conceptualized as a stressor that can impact health outcomes (Pascoe 
& Richman, 2009). Although early research on the influence of perceived discrimination 
focused primarily on ethnic or racial discrimination, perceived discrimination is also 
thought to influence the health outcomes of individuals with marginalized social 
identities. Discrimination against Muslims in the U.S. is thought to stem from several 
sources including anti Muslim biases and negative portrayals of Muslims with origins in 
Western European literature and art (Omi & Winant, 2014; Said, 1978). Halliday (2002) 
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uses the phrase “Islamophobia” to describe anti Muslim bias and defines it as a hatred or 
fear of Islam or Muslims. Given the diversity of individual’s practicing Islam in the U.S., 
it is likely that Muslims experience discrimination differently based on their ethnicity and 
other characteristics. For example, Rippy and Newman (2006) found that Muslims 
identifying more strongly with Afghan and Iraqi casualties of war perceive more 
discrimination than those who do not. Immigration status is another factor that influences 
perceptions of discrimination, with second-generation U.S. immigrant Muslims 
perceiving more discrimination than their first generation counterparts (Amer & Awad, 
2013). It is also likely that, for some ethnic groups (e.g., South Asian, Arab) within Islam, 
individuals bearing visual markers (e.g., hijab for women, kufi for men) of the Islamic 
faith may have different experiences with discrimination than those who do not. For 
example, for African American Muslims living in predominantly African American 
communities, visual markers of the Islamic faith may result in increased respect from 
non-Muslims. In contrast, among immigrant Muslim population, individuals who are 
easily identified as Muslim may be targeted for acts of discrimination more often than 
those who choose not to wear a visible marker of their faith. Considering the nuances of 
perceptions of discrimination among Muslims in the U.S., the exploration of multifaceted 
identities is critical.  
Discrimination against Muslims has increased significantly since the September 
2001 terrorist attacks (Rippy & Newman, 2006). In a study based in Detroit, Michigan 
using a sample of 1016 Arab Americans, Abdulrahim, James, Yamout and Baker (2012) 
found an association between discrimination and psychological distress, with Arab 
American Muslims reporting more discrimination than Arab American Christians. Based 
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on the work of Abdulrahim et al. (2012), the age groups (i.e., 18 – 29 year olds), 
reporting the most discrimination were adolescents and young adults at the time of the 
9/11 terrorist attacks. Researchers have speculated that Muslims experience more 
discrimination than those within the same ethnic minority (e.g., Arab) group but of 
different religious backgrounds due to the overt markers of faith (e.g., hijab) that 
sometimes come with Islam (Awad, 2010). These results converge to suggest that 
individuals with multiple marginalized identities (e.g., being an ethnic minority and 
religious minority) may be at greater risk of experiencing discrimination.  
Perceived discrimination has a negative effect on the mental and physical health 
of minority groups and can lead to mental health outcomes such as depression (Pascoe & 
Richman, 2009). Additionally, scholars have noted that perceived discrimination is 
associated with maladaptive and risky behavior (e.g., substance abuse; Bennett, Wolin, 
Robinson, Fowler & Edwards, 2005). Discrimination is a factor that has been theorized to 
contribute to observed disparities in the mental and physical health of racial and ethnic 
minorities (Williams & Mohammed, 2009). Consistent with research on other minority 
groups (e.g., Utsey & Ponterotto, 1996), perceived discrimination may contribute to 
negative health outcomes in Muslim Americans, including depression (Abu Ras & Abu 
Bader, 2009; Padela & Heisler, 2010). Although perceived discrimination may impact 
Muslims differently based on other demographic factors, little research exists examining 
within group differences among these. However, in one research study, Rippy and 
Newman (2006) note gender and racial differences, with male and white participants 
perceiving more discrimination than women and people of color. They also note 





 generation immigrants. Further, differences were noted among ethnic groups, 
with Arab participants reporting greater bicultural identification and conflict than White 
participants. Discrimination stressors may impact men and women differently because 
they experience different stereotyping. For instance, Muslim women reported 
discrimination-related stressors stemming from being perceived as passive or uneducated 
(Hallak & Quina, 2004) whereas Muslim men identified discrimination related to being 
perceived as violent or threatening (Sirin & Fine, 2007).  Discrimination is also 
associated with other mental health outcomes such as increased psychological distress 
and reduced levels of happiness and self-esteem among Muslim Americans (Ghaffari & 
Ciftci, 2010; Moradi & Hasan, 2004; Padela & Heisler, 2010). The association between 
perceived discrimination and negative mental health outcomes is present among specific 
populations within the Muslim American community, including refugees and adolescents 
(Ahmed, Kia-Keating & Tsai, 2011; Aroian, 2012; Kira, et al., 2010; Sirin & Fine, 2007).  
These results converge to suggest a relationship between perceptions of 
discrimination and negative mental health outcomes among Muslim Americans. Given 
the increased levels of discrimination experienced by Muslim Americans in the aftermath 
of the attacks on the World Trade Center, further examination of pathways by which 
perceived discrimination impacts depressive symptoms among Muslim Americans is 
necessary.  
Coping Strategies 
 Coping refers generally to reactions to a stressor after being evaluated by an 
individual (Holroyd & Lazarus, 1982). Coping can be associated with specific behaviors 
ranging from substance use to advocacy depending on an individual’s appraisal of the 
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situation (Folkman & Lazarus, 1988). In this section, I conceptualize coping strategies 
broadly and review literature relevant to cultural adaptation coping strategies as well as 
coping strategies defined by scholars (e.g., Wei, Alvarez, Ku, Russell, & Bonett, 2010) as 
being relevant to minority populations’ reactions to discrimination. I begin this discussion 
on coping strategies by examining cultural adaptation strategies broadly and discuss 
bicultural self-efficacy as a cultural coping strategy as it pertains to Muslim Americans. 
Next, I review discrimination-specific coping strategies and conclude with an argument 
for examining these strategies with a Muslim American population.  
Cultural Adaptation Coping Strategies. Cultural adaptation refers generally to a 
process by which minority individuals interact with mainstream culture (Berry, 1992). 
Cultural adaptation theories initially focused on the experiences of recent immigrant 
populations in the U.S. (Berry, 1997). However, over time, concepts derived from 
cultural adaptation literature were applied to U.S. born minority groups (Garrett & 
Pichette, 2000), African American populations (Landrine & Klonoff, 1994), sexual 
minorities (Cox, Berghe, Dewaele & Vincke, 2010) and religious minorities (Gungor, 
Fleischmann, Phalet & Maliepaard, 2013). Cultural adaptation theories emerged from 
cross-cultural psychology in order to emphasize the influence of cultural variables on the 
development of human behavior (Berry, 1997). Redfield, Linton, and Herskovits (1936) 
define acculturation as “phenomena which result when groups of individuals having 
different cultures come into continuous first-hand contact with subsequent changes in the 
original culture patterns of either or both groups” (p. 149). Early notions of acculturation 
focused on the process of assimilation for migrant groups; however, more recent 
literature has defined several different ways in which individuals and groups acculturate. 
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Acculturation can refer to psychological, sociocultural, or economic adaptation. Berry 
(1997) defines psychological adaptation as “a set of internal psychological outcomes 
including a clear sense of personal and cultural identity, good mental health, and the 
achievement of personal satisfaction in the new cultural context” (p. 14). Relatedly, 
acculturative stress refers to cultural conflicts that arise from differences between the 
dominant and non-dominant behavioral practices (Berry, 2005). Berry (1997) defines 
four primary strategies employed by non-dominant groups: (a) assimilation, which takes 
place when members of non-dominant groups do not wish to retain their cultural identity 
and identify more with the dominant group; (b) separation, which occurs when members 
of non-dominant groups hold on to their original culture and avoid interactions with 
others; (c) integration, which occurs when an individual makes efforts to maintain their 
heritage culture as well as the dominant culture and; (d) marginalization, which occurs 
when individuals are disinterested in maintaining their culture of origin or adopting the 
dominant culture.  These strategies stem from two fundamental dimensions identified by 
Berry (2005) as: (a) a preference for maintaining one’s cultural identity as it pertains to 
their host culture and, (b) a preference for participating in the culture of the larger societal 
context.  
In acculturation research, the methods by which Muslim Americans navigate their 
identities have received some attention. Muslim Americans have a unique experience in 
that a Muslim identity is often presented as being in direct conflict with an American 
identity. For example, some cultural practices associated with being Muslim such as 
avoiding pre-marital romantic relationships or the Islamic conception of modesty with 
regard to clothing are often seen as being opposed to American culture that normalizes 
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dating and can be less restrictive with regard to dress. Understanding what strategies 
Muslim Americans use to navigate between multiple cultures will provide further insight 
into this population. 
Acculturation can be assessed using unidimensional assessments (e.g., length of 
time spent in the U.S., English fluency) or multidimensional assessments that tap into a 
number of factors more aligned with Berry’s (1997) theory. Unidimensional assessments 
have notable limitations when examining the American Muslim population, particularly 
when it comes to understanding the “immigrant paradox,” which refers to the common 
research finding that increased degrees of acculturation are associated with negative 
physical and mental health outcomes (Schwartz, Unger, Zamboanga & Szapocznik, 
2010). For example, one study operationalized acculturation using demographic 
characteristics and language preference (Khuwaja, Selwyn, Kapadia, McCurdy, & 
Khuwaja, 2007). In this research, with a South Asian Muslim sample, longer periods of 
stay in the U.S. and a greater preference for English over South Asian languages were 
associated with decreased psychological distress. Contrasting these findings, Asvat and 
Malcarne (2008) found that higher mainstream cultural identification was associated with 
more past year depressive symptoms. Identifying with mainstream culture and 
experiencing discrimination may be one reason why higher mainstream cultural 
identification is related to depressive symptoms. Some research suggests discrimination 
may, in part, explain the immigrant paradox. Perhaps the more acculturated an individual 
is, the more they interact with individuals from the mainstream culture, and the more 
discrimination they experience and become aware of. Multidimensional cultural 
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adaptation theories provide an improved framework for understanding the way minority 
populations navigate interactions with majority populations.  
Multidimensional cultural adaptation strategies offer meaningful insight into the 
complexities of the influence acculturation has on the health outcomes of Muslim 
Americans. Other research on populations that include Muslim Americans examined 
acculturation from a multidimensional perspective. For example, Awad (2010) 
operationalized acculturation using ethnic society and dominant society immersion in a 
study examining perceived discrimination and religious identification among Arab 
Americans Muslims and reported a higher degree of ethnic society immersion and less 
dominant society immersion for Arab American Muslims than Christians. Using Berry’s 
model of acculturation strategies adapted for use with Arab Americans, Amer and Hovey 
(2007), examined the impact of acculturation on the mental health of 2
nd
 generation Arab 
Americans in a majority Muslim sample and found that integration strategies of 
acculturation were related to increased family functioning. Research examining bicultural 
identification in American Muslim populations is limited. However, Jadalla and Lee 
(2012) found that bicultural identification was associated with better physical health 
outcomes among Arab American Muslims. Studies that have examined multidimensional 
operationalization of acculturation in subpopulations (i.e., Muslim Arab Americans) of 
the American Muslim population have yielded more complex findings than those 
utilizing one-dimensional assessments of acculturation (Awad, 2010). The effect that 
cultural adaptation coping strategies have on the health outcomes of Muslim Americans 
is still unclear, but research suggests the use of multidimensional assessments offers a 
more nuanced perspective.  
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Integration strategy is considered to be the most adaptive considering long-term 
health and wellbeing of minority populations (Berry, 2011). In order for integration 
strategies to be pursued by non-dominant groups, larger society (Berry, 2011) must be 
open and inclusive in its orientation toward cultural diversity. Discrimination is a stressor 
that influences the way that individuals acculturate and makes integration strategies more 
difficult for minority groups for whom larger society holds strong prejudice such as 
Muslim Americans. The integration strategy described by Berry has been conceptually 
clarified into several sub-varieties such as biculturalism (LaFromboise & Rowe, 1983). 
Biculturalism focuses on the ability to navigate between two cultures without having to 
compromise one’s cultural identity (Lafromboise, Coleman & Gerton, 1993). Further, 
biculturalism does not assume hierarchies within different cultures and emphasizes the 
bidirectional nature of cultural identification. Alternation between two cultures is 
associated with fewer psychological difficulties and fewer difficulties developing 
competence in both cultures. Thus, biculturalism can be conceptualized as a coping 
strategy used by minority individuals to navigate two cultures.  
Bicultural competence refers to a set of characteristics that assist individuals in 
navigating between their culture of origin and mainstream culture.  Competence in 
moving between cultures and adapting behavior accordingly, while maintaining a strong 
sense of personal identity, may be associated with increased psychological wellbeing and 
decreased psychological distress (LaFromboise et al., 1993). LaFromboise et al. (1993) 
identified competency areas that may be associated with an increased ability to navigate 
between two cultures: (a) knowledge of cultural beliefs, (b) positive attitudes toward both 
groups, (c) bicultural efficacy, (d) communication ability, (e) role repertoire, and (f) 
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groundedness. Knowledge of cultural beliefs refers to an individual’s awareness and 
knowledge of both their heritage and mainstream cultures. Positive attitudes toward both 
groups refers to the degree to which an individual holds both heritage and mainstream 
culture in a positive regard. An individual’s belief that they can function between two 
cultural groups without compromising either of them is referred to as bicultural efficacy. 
Effective communication ability refers to an individual’s ability to verbally and 
nonverbally communicate within both cultures. Role repertoire refers to the range of 
culturally appropriate behaviors an individual has developed. Finally, groundedness 
refers to a well-developed network of social contacts within both cultures. David, 
Okazaki and Saw (2009) hypothesize that an individual’s perceived bicultural efficacy 
may be a particularly important indicator of overall bicultural competence based on the 
importance of self-efficacy on skill mastery.  
The belief in one’s ability to effectively navigate two cultures is hypothesized to 
be related to better life satisfaction and lower levels of anxiety and depression 
symptomatology (Bandura, 1998). Prior to David and colleagues’ (2009) development of 
an assessment of perceived bicultural self-efficacy, literature on this construct had been 
limited. David et al. (2009) found that low perceived bicultural self-efficacy is related to 
lower levels of psychological well being and mental health among Asian American, 
African American, Latino/a and multiracial students.  Schwartz et al. (2010) hypothesize 
a bicultural approach to acculturation may be associated with mitigating the impact of 
discrimination and better health outcomes. Research suggests that bicultural self-efficacy 
may be an important construct to examine in the experiences of minority individuals’ 
mental health. Wei et. al (2010) conceptualize bicultural competence as a coping strategy 
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that may mitigate the impact of race-related minority stress on depressive symptoms 
among ethnic minority college students.  Carrera and Wei (2014) found that bicultural 
self-efficacy served as a mediator for the relationship between acculturative family 
distancing and depressive symptoms among Latino/a college students. Similarly, 
bicultural self-efficacy was found to buffer the relationship between acculturative stress 
and negative mental health outcomes (Miller, Yang, Farrel  & Lin, 2012). Moreover, 
bicultural self-efficacy has been applied to other minority groups and was found to 
moderate the relationship between biphobia and psychological distress among individuals 
who are bisexual (Brewster, Moradi, Deblaere & Velez, 2013). Bicultural self-efficacy 
has yet to be examined in an American Muslim population; however, evidence from other 
minority groups suggests it may be a critical construct mediating the relationship between 
psychosocial stressors and mental health outcomes. 
Discrimination Specific Coping Strategies. Amer and Hovey (2012) note the 
importance of identifying coping strategies that may be associated with better mental 
health outcomes for Muslim Americans given the psychosocial stressors faced by this 
population. Lazarus (1993) hypothesizes that appraisal and coping processes shape 
individual’s reactions to generalized stressors. Lazarus (1993) identified two main ways 
in which coping impacts stress reactions: (a) problem-focused coping and (b) emotion-
focused coping. Problem focused coping refers to actions that change the individual’s 
environment to influence the conditions of the stressors. Emotion focused coping refers 
to the way individuals attend to or interpret their experiences. The coping strategy used 
by an individual depends on their appraisal of the situation. For example, if an individual 
perceives something can be done about the stressful situation there is a tendency toward 
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problem-focused coping. However, if an individual perceives nothing can be done about 
the stressful situation, emotion focused coping is used. Coping strategies are important to 
consider when examining emotion and psychological stress as they influence an 
individual’s relationship with their environment. Lazarus’ theories have been applied to a 
South Asian American sample that included Muslims (Liang et. al, 2010). Liang and 
colleagues (2010) found that problem focused coping was used less by older South Asian 
Americans experiencing discrimination. Although some coping strategies are stable 
across a range of stressful experiences, Lazarus (1993) notes the importance of 
examining specific coping strategies used for specific stressors.  
Specific coping strategies employed in response to experiences of discrimination 
have been examined in recent years (Barnes & Lightsey, 2005; Wei et. al, 2010; Wei, 
Heppner, & Ku, 2010) with mixed findings regarding the role coping may play in the 
relationship between perceived discrimination and mental health. Researchers have 
identified adaptive (i.e., strategies that may mitigate the health impact of discrimination; 
Coral & Landrine, 2012) as well as maladaptive (i.e., strategies that may exacerbate the 
health impact of discrimination; Kessler, Mickelson & Williams, 1999) ways that 
individuals who are experiencing discrimination may respond to their environments. For 
Muslim Americans, religious coping has been identified as an adaptive coping strategy 
(Abu Raiya & Pargament, 2010) although a small body of research identified religious 
risk factors that may have the opposite impact (Abu Raiya, Pargament, & Magyar-
Russell, 2010). Other scholars have identified having a strong ethnic identity, 
collectivistic coping, and religious coping may protect against mental health impacts of 
discrimination (Herzig, Roysircar, Kosyluk, & Corrigan, 2013; Mossakowski, 2003; Yeh, 
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Arora & Wu, 2001). Although coping strategies utilized by individuals experiencing 
discrimination have been examined among Muslims, more specific behavioral strategies 
and their mental health correlates have not. Understanding specific coping strategies and 
their outcomes can aid psychologists in working with Muslim American populations.  
In a study conducted with Asian American, African American and Latino 
populations, Wei and colleagues (2010) identified (a) education/advocacy, (b) 
internalization, (c) drug and alcohol use, (d) resistance, and (e) detachment as coping 
strategies specific to reacting to discrimination that explain variance in mental health 
outcomes and ethnic identity above what general coping strategies alone may explain. 
Moradi and Hasan (2004) noted personal control moderated the relationship between 
perceived discrimination and psychological distress, suggesting that cognitive appraisal 
and resulting behaviors may play an important role in the psychological well-being of 
Muslim Americans experiencing discrimination. Abu Ras and Abu Bader (2008) found 
themes of coping emerged in their qualitative study examining the experiences of Arab 
Muslims in New York City; the authors noted that some participants used “political 
coping,” a construct similar to Wei and colleague’s (2010) “education/advocacy,” such as 
organizing educational and political activities against terrorism. Themes of engaging in 
education/advocacy also emerged in a qualitative study on American Muslim Women 
conducted by Ciftci et. al (2013). Similarly, themes of education and advocacy emerged 
in a qualitative study of American Muslim youth (Sirin & Fine, 2007). It appears as 
though coping strategies beyond religious coping may facilitate psychological well-being 
in Muslim Americans experiencing discrimination. A clearer understanding of coping 
strategies used by Muslim Americans to respond to discrimination and of their potential 
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association with increased psychological wellbeing may inform community interventions 
in Muslim American communities.  
There is little research in the way of examining maladaptive coping strategies 
Muslim Americans may use in response to discrimination. The stress of discrimination 
can heighten the use of substances to cope among minority groups (Arfken, Kubiak & 
Koch, 2007). Furthermore, substance use as a coping strategy has been identified as 
present in Middle Eastern countries without the added stress of discrimination. For 
example, substance use was associated with negative coping strategies and stressors 
among workers in Egypt (Mohamad, 2009). Wei et al. (2010) conceptualize substance 
use as a coping strategy used in response to experiences of discrimination. Substance use 
and abuse remains a taboo subject among American Muslim communities due to 
prohibitions of intoxicants in the Islamic Faith. However, scholars suggest that such 
maladaptive coping strategies may be more prevalent than is currently understood (Abu-
Ras, Ahmed & Arfken, 2009). Researchers have emphasized the importance of assessing 
for coping strategies that are specific to various situations (e.g., experiencing 
discrimination). However, there are no studies to date that examine a range of coping, 
including both adaptive and maladaptive strategies, as well as culture specific strategies, 
utilized by Muslim Americans.   
Religious Community Support 
Hill and Pargament (2003) explain that religious support refers to perceived 
support from religious leaders and members of one’s religious congregation. Religious 
support is associated with lower levels of depression and increased general life 
satisfaction (Fiala, Bjorck & Gorsuch, 2002). In a qualitative study conducted by Abu 
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Ras and Abu Bader (2008), American Muslim participants identified a loss of community 
support following the 9/11 terrorist attacks. This loss of community support was 
associated with fears of attacks due to identifying with the Muslim community. Given the 
importance of social support in the culture of origin and mainstream culture, community 
support among Muslim Americans may play a role in the psychological well being of this 
population (LaFramboise et al., 1993).  In a qualitative study with Afghan refugee 
adolescents, Kanji and Cameron (2010) noted support from God, family, and community 
emerged as major themes. Similarly, in a qualitative study with African American 
Muslim women, religious community support buffered the impact of racial and religious 
discrimination (Byng, 1998). Religious community support may mediate the relationship 
between discrimination and depressive symptoms by providing Muslim Americans with a 
strong grounding in their culture of origin and by increasing a sense of group belonging 
and acceptance (Kira et. al, 2010; Maes, Stevens, & Verkuyten, 2013). Religious leaders 
play an important role in the Muslim community with regard to addressing mental health 
concerns (Abu Ras et al., 2009; Ali, Milstein & Marzuk, 2005). Community support, 
particularly support from one’s religious community, may be important to consider when 
examining mental health outcomes in American Muslim populations.  
Bjorck and Maslim (2011) operationalized religious community support in a 
racially and ethnically diverse (e.g., African American, South Asian, Caucasian, and 
Arab American) sample of Muslim American women and found that religious support 
was a significant predictor of life satisfaction and less depression, even after controlling 
for social support. Thus, community support may be a particularly salient mediating 
factor when examining the relationship between discrimination and depression among 
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Muslim Americans. Religious community support assesses for an individual’s perception 
of support from God, religious leaders, and other participants. In a community sample of 
American Muslim adolescents, researchers noted perceived discrimination was related to 
depression and psychosocial concerns such as less religious support (Ahmed et al., 2011). 
In the same study, increased religious support was associated with fewer depressive 
symptoms. Thus, religious community support may influence the mental health of 
American Muslims. 
Research Question and Hypotheses  
 As the Muslim American population continues to increase and discrimination 
against this population remains a reality, identifying psychosocial factors that influence 
the relationship between discrimination and depressive symptoms is critical. Scholars 
have highlighted the importance of examining pathways by which stressors such as 
discrimination may lead to health disparities among minority populations in the U.S 
(Brinkley-Rubinstein & Mann, 2014; Clark et al., 1999; Pascoe & Richman, 2009; Roux, 
2012). Pathways models to approaching health disparities suggest that stressors, such as 
perceived discrimination, may lead to negative health outcomes, such as depression, 
through culture-specific and discrimination specific coping strategies as well as 
community support. Mediating factors such as psychosocial resources (i.e., bicultural 
self-efficacy, community support, and coping strategies) may decrease the mental health 
impacts of discrimination in the Muslim American population. Community interventions 
targeted at increasing bicultural self-efficacy, community support, and adaptive coping 
strategies can complement advocacy work aimed at reducing discrimination against 
Muslim Americans at the societal level. Furthermore, identifying maladaptive coping 
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strategies may help to inform community leaders and policy makers of the negative 
impact discrimination may have on Muslim American populations.  
 The overall research question in the present study was: to what extent do 
perceived discrimination, as mediated by coping strategies and religious community 
support contribute to depressive symptoms among Muslim Americans? Therefore, my 
main hypothesis was: perceived discrimination, coping strategies (i.e., bicultural self-
efficacy and coping with discrimination), and religious community support explain 
depressive symptoms among Muslim Americans. I had seven hypotheses for the first 
research question:  
H1, perceived discrimination will be positively associated with depressive 
symptoms, and that relationship will be mediated by coping strategies and 
religious community support. That is, higher levels of perceived discrimination 
will be associated with higher levels of depressive symptoms.  
H2, perceived discrimination will be negatively associated with coping strategies. 
That is, higher levels of perceived discrimination will be associated with lower 
levels of coping strategies (i.e., bicultural self-efficacy and coping with 
discrimination).  
H3, perceived discrimination will be negatively associated with religious 
community support. That is, higher levels of perceived discrimination will be 
associated with lower levels of religious community support.  
H4, coping strategies will be negatively associated with depressive symptoms. 
That is, lower levels of coping strategies will be associated with higher levels of 
depressive symptoms.  
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H5, religious community support will be negatively associated with depressive 
symptoms. That is, lower levels of religious community support will be associated 
with higher levels of depressive symptoms.  
H6, coping strategies will mediate the relationship between perceived 
discrimination and depressive symptoms. That is, when accounting for coping 
strategies, the relationship between perceived discrimination and depressive 
symptoms will no longer be significant.  
H7, religious community support will mediate the relationship between perceived 
discrimination and depressive symptoms. That is, when accounting for religious 
community support, the relationship between perceived discrimination and 
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CHAPTER 3. METHOD 
In this chapter, I describe the method of the present study. The purpose of the 
present study was to examine the relationship between psychosocial adversities (i.e., 
perceived discrimination), psychosocial resources (i.e., coping strategies, religious 
community support) and depressive symptoms. First, I describe the research design used 
in this study. Second, I identify the sample including demographic characteristics and 
sample size. Third, I describe the assessments I used to operationalize the variables. 
Fourth, I outline the procedures I used to recruit participants. Fifth, I outline my data 
analysis strategy including how I cleaned the data and the statistical procedures I used to 
test the hypotheses.  
Research Design 
In the current study, I employed a quantitative, correlational design to address the 
research questions. Quantitative methods are appropriate for this study as numerical data 
are useful in assessing psychosocial factors that contribute to mental health outcomes in 
large populations. A correlational design is appropriate given the scores for the 
independent variables of interest are operationalized in psychometrically sound 
assessments. 
Participants 
In this section, I describe the inclusion criteria, needed sample size for power, the 
screening of data, and the sample. To be included in this study, a participant needed to 
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identify as a Muslim, live in the U.S., and be at least 18 years old. Although there is no 
agreed upon standard for sample size in structural equation modeling (SEM), there are a 
number of guidelines (Kline, 2011). In conducting an a priori power analysis using 
Soper’s (2014) online a priori sample size calculator for structural equation models, the 
recommended sample size to detect effect for four latent variables and 14 observed 
variables was 387, and the minimum sample size for model structure was 138 for a power 
of .80, a model effect size of .10, and a probability level of .05. Kline (2011) notes that 
the “typical” sample size in studies where SEM is used with maximum likelihood (ML) 
estimation is 200 (p. 11). Therefore, my sample size of 272 participants was not ideal, but 
adequate for a model with an effect size of .15.  
I screened the data, examined the distribution of the data, and detected univariate 
and multivariate outliers. I began by examining univariate descriptive statistics for 
accuracy to ensure data were not entered incorrectly, and I determined there were no out 
of range values in the variables. There were a total of 482 individuals who accessed the 
survey. Based on screening of the raw data, I deleted 5 cases that did not progress beyond 
the consent page. I deleted an additional 13 cases that did not meet the inclusion criteria 
of identifying as Muslim. An additional 4 cases were deleted due to the participants 
failing to meet the inclusion criteria of being 18 years or older (i.e., these four 
participants indicated they were under the age of 18). I deleted 165 cases due to 
participants failing to progress beyond the demographic questionnaire (n = 129) or to 
complete entire instruments (n = 39). After these cases were deleted, 292 participants 
were included in the initial data screening.  
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After this initial data screening, I evaluated the missing data. Tabachnick and 
Fidell (2013) recommend that no more than 5% of the data should be missing. Therefore, 
first, I identified and removed 6 cases that had more than 5 missing data points (5 items 
constituted 5.6% of the 112 required items). Second, I conducted Little’s Missing 
Completely at Random (MCAR) test (Little & Rubin, 1987), which examines 
correlations between variables with missing data, to determine whether the missing data 
was random. The results of the Little’s MCAR test indicated the data were missing 
randomly for the critical variables, that is, the p-values for the Chi-square tests conducted 
on the critical variables were not statistically significant (χ2 = 8154, df = 15277, p > .05). 
When data are MCAR, any procedure for addressing missing data has similar results 
(Tabachnik and Fidell, 2013). Because the data were MCAR, I replaced missing items via 
the linear trend at point procedure in SPSS. Third, I assessed for univariate and 
multivariate outliers. I calculated z-scores for all continuous variables. Univariate outliers 
have z-scores in excess of z = 3.29 standard deviations from the mean (Tabachnik & 
Fidell, 2013). Using this criterion, I identified one case as a potential outlier on the 
perceived Islamophobia scale and another case on bicultural self-efficacy. The scores fell 
within the possible range of scale scores for the measure. I chose not to delete the cases 
as doing so would have resulted in decreased variance within the measure and would 
potentially misrepresent the true nature of the sample population (Tabachnick & Fidell, 
2007). I regressed the DV onto the predictors to calculate Mahalanobis distance statistics 
and identified 14 multivariate outliers, which I removed from the analysis. Thus, the final 
sample used for the preliminary and main analyses was 272. I generated linear probability 
plots (P-P) and visually examined them for nonlinearity and heteroscedasticity. 
44 
 
Finally, I assessed for normality. The data were positively skewed and kurtotic 
(i.e., skewness and kurtosis coefficients greater than +/- 1.00; Tabachnik and Fidell, 
2013) for Drug and Alcohol Use and Allah Support (i.e., subscales of Coping with 
Discrimination and Religious Community Support), indicating that the majority of 
participants did not use drugs and alcohol and felt supported by Allah. Because my 
sample was collected from religious networks (e.g., Masjids, religious conferences), it 
makes sense that the sample included mostly individuals who felt supported by Allah. 
Similarly, because most mainstream interpretations of Islam forbid drugs and alcohol, it 
is expected that the majority of participants either (a) did not use drugs or alcohol as a 
coping strategy or (b) did not want to admit to engaging in a behavior that is forbidden in 
Islam. I applied log transformations to coping with drugs and alcohol and being 
supported by Allah (Tabachnik & Fidell, 2013). Log transformations improved the 
distribution of the data so that normality was more closely met for the variables (i.e., 
coefficients less than +/- 3).  
The final sample (N = 272) included Muslim Americans identifying with Sunni (n = 
217, 79.8%), Shi’a (n = 14, 5.1%), Sufi (n = 9, 3.3%), Ahmadiyya (n = 3, 1.4%), and 
other religious traditions (e.g., no sect, a combination of two sects, or culturally Muslim, 
n = 28, 10%) within Islam. The religious sect break down of Muslim Americans is not 
known: however, globally Shi’a Muslims make up 12%, and Ahmadiyya Muslims make 
up 1% of the global Muslim population. If the American Muslim population’s break 
down of religious sect among Muslims matches the global breakdown, Shi’a Muslims 
may have been underrepresented in this sample. One participant chose not to answer this 
demographic question. The majority of participants (n = 201, 73.9%) were mainly born 
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into Muslim families whereas some participants (n = 54, 19.9%) converted to Islam after 
the age of 18. Some participants (n = 8; 2.9%) indicated that they were raised in a 
Muslim household but that one of their parents was not Muslim. The remaining 
participants (n = 9) did not answer this question. With regard to the question, “how 
religious do you consider yourself to be” ratings ranged from 1 – 5 (MREL = 3.76, SD 
=.85, Mdn = 4). Some of the women (n = 166, 61%) and men (n = 103, 37.9%) who 
participated in this study routinely wore markers of the Islamic faith (e.g., hijab, kufi; 
men: n = 43, 41.3%; women: n = 95, 57.2%). A number of participants indicated they 
had a name (e.g., Mohammad; n = 154, 56.6%) that immediately identified them as 
Muslim whereas some indicated they had a name (e.g., Michael; n = 117, 43.0%) that did 
not immediately identify them as Muslim. Participants ranged in age from 18 to 77 years 
(Mage = 33, SD =13.07, Mdn = 31). The reported ethnicities were: Non Hispanic White or 
Euro-American (n = 28, 10.3%), Black, Afro Caribbean, or African American (n = 63, 
23.2%), Latino or Hispanic American (n = 1, .4%), East Asian or Asian American (n = 1, 
.4%), South Asian or Indian American (n = 73, 26.8%), Middle Eastern or Arab 
American (n = 73, 26.8%), Native American or Alaskan Native (n = 2, .7%), and other 
(e.g., Black and Latino, Black and Egyptian, n = 31, 11.4%). With regard to U.S. 
generational status, the participants identified as 1
st
 generation (i.e., born outside of U.S. 
and moved to U.S. as an adult; n = 46, 16.9%), 1.5 generation (i.e., born outside of U.S. 
but arrived to U.S. after the age of 15; n = 21, 7.7%), 2
nd
 generation (i.e., born in U.S. and 
one or both parents were born to U.S. or moved to U.S. prior to the age of 6; n = 118, 
43.4%), and 3
rd
 generation (i.e., born in U.S. and both parents were also born in U.S.; n = 
86, 31.2%). With regard to highest level of education, participants completed a high 
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school degree (n = 11, 4.0%), some college (n = 59, 21.4%), Associate’s degree (n = 20, 
7.2%), Bachelor’s degree (n = 68, 24.6%), Master’s degree (n = 62, 22.5%), professional 
degree (n = 21, 7.6%), doctorate degree, (n = 28, 10%), or other (e.g., degree in progress, 
multiple degrees; n = 7, 2.5%). For subjective SES, the participants were asked to 
indicate where they consider themselves to stand in relation to others in the U.S. with 
regard to their SES on a ladder with the lowest rung being 1 and the highest rung 10 
(Adler & Stewart, 2007). Ratings of subjective SES ranged from 1 – 10 (MSES = 4.7, SD 
=1.6, Mdn = 4). The characteristics of the sample mirror characteristics of the U.S. 
Muslim population with regard to age, socioeconomic status, education level, 
generational status, and ethnicity according to Pew (2013) estimates.  
 Measures 
            In this section, I describe the measures I used in the present study. I provide a 
description of each measure including its intended purpose, number of items, structure of 
subscales, and psychometric properties (i.e., internal consistency, validity). I also provide 
information about the scaling and the meaning of each measure .  
Demographic questionnaire  
 Once they agreed to participate, the participants were asked to provide information 
(Appendix B) about their sect within Islam, convert status, and, if converts the age that 
they converted to Islam, religiousness, gender, routine display of visible identifiers of 
being Muslim (e.g., hijab for women, kufi for men), age, use of a name (e.g., 
Mohammad) that can be immediately identified as a Muslim name, ethnicity, 
generational status, highest level of education, and subjective socio-economic status 
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(SES; Adler & Stewart, 2007). Subjective socio-economic status allows for researchers to 
capture participant’s own perception of their SES.  
Center for Epidemiologic Studies – Depression Scale (CES-D; Radloff, 1977) 
Self-reported depressive symptoms were assessed using the Center for 
Epidemiologic Studies – Depression Scale (CES-D; Radloff, 1977; Appendix C). The 
CES-D Scale was developed as a screening tool for depressive symptoms in non-clinical 
populations. The 20-item CES-D load onto four factors: (a) depressed affect (5 items; 
e.g., “I felt that I could not shake off the blues even with help from my family or 
friends”), (b) positive affect (4 items; e.g., “I felt hopeful about the future”), (c) somatic 
complaints (7 items; e.g., “I did not feel like eating”), and (d) interpersonal problems 
(e.g., 4 items; “People were unfriendly”). Participants respond to how frequently they 
experience each item in the previous week on a Likert type scale with responses ranging 
from 0 (i.e., rarely or none of the time) to 3 (i.e., most or all of the time). Radloff (1977) 
reported the reliability for the CES-D to be  = .85, and Krause and Markides (1985) 
reported the following reliabilities for each of the four factors: depressed affect  = .84, 
positive affect  = .71, somatic complaints  = .80 ,and interpersonal problems  = .63. 
A total CES-D score of 16 or greater is considered to be indicative of being “at risk of 
depression or in need of treatment” (Radloff, 1977, p. 400).  
Researchers often use the Center for Epidemiological Studies Depression Scale 
(CES-D) to identify risk for developing clinical depression among minority populations. 
Amer and colleagues (2014) recently explored the psychometric properties of the CES-D 
on a majority Muslim sample of 119 second-generation Arab Americans and found that, 
although the CES-D demonstrated strong reliability ( = .90) for this population, the 
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factor structure may be different. Amer et al., (2014) noted three factors emerged (i.e., 
clinical symptoms, positive mood, and interpersonal problems) in contrast to the four 
factor structure produced by previous researchers. The CES-D has been used to assess 
depressive symptoms among Muslims in a number of studies examining depressive 
symptoms of Muslims living in Middle East and in the U.S (e.g., Amer & Hovey, 2012; 
Ghubash, Daradkeh, Al Naseri & Al Bloushi, 2000; Kazarian & Taher, 2010). Based on 
empirical studies and the recent work of Amer et al. (2014), it appears that the CES-D is 
a reliable assessment of Arab American Muslims depressive symptomatology. The CES-
D has also been used in a sample of South Asian Muslims (Abu Bader & Tirmazi, 2011). 
Rahman and Rollock (2004) raised issues of validity due to questions about the 
appropriateness of cut off scores in a sample of South Asian international students. 
Although the CES-D has not been used on a sample of African American Muslims, it has 
been used with African Americans in a number of studies with African American men 
(Watkins et al., 2011) and women (Williams et al., 2007). Researchers have examined the 
factor structure of the CES-D on diverse populations and found evidence for a four factor 
structure (Kim, Decoster, Huang, & Chiriboga, 2011), whereas others have documented  
overlap among some of the subscales that would result in a two or three factor structure 
(Amer et al., 2012; Rivera-Medina, Caraballo, Rodriguez-Coredo, Bernal, & Davila-
Marrero, 2010). For example, Amer et al. (2012) found that for Arab Americans, physical 
and somatic symptoms overlap (Amer et al., 2012).  Because there is mixed research on 
the most appropriate factor structure for use with the ethnic minority populations that 
make up Muslim Americans, I used the original factor structure. The four subscales of the 
CES-D served as observed variables loading on the latent variable of depression. The 
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internal consistency for depressed affect for the current study was  = .86, for positive 
affect was  = .78, for somatic complaints and slowed activity was  = .78, and for 
interpersonal was  = .69. The overall reliability for this scale was  = .92. 
Perceived Islamophobia Scale (PIS; Kunst, Sam, & Ulleberg, 2012)  
 Perceived Islamophobia was assessed with the PIS (Kunst, Sam & Ulleberg, 
2012; Appendix D), which assesses the degree to which Muslim minorities in the West 
perceive societal Islamophobia. The scale contains 12-items that are divided across three 
factors (a) a general fear of Islam and Muslims (4 items; e.g., “Many U.S. Americans 
avoid Muslims”), (b) a fear of Islamization (e.g., “Shari’a law is taking over Western 
laws”) and (4 items; e.g., “A lot of Americans are afraid Muslims are going to take over 
the United States”), and (c) Islamophobia in the media (4 items; e.g., “U.S. media spreads 
a lot of fear of Muslims and Islam”). Items were scored on a 5-point Likert scale ranging 
from 1 (strongly disagree) to 5 (strongly agree). The original text for the questions 
referred to Germany. Therefore, for this study, I modified each question by replacing 
“Germany” with “U.S.” and “Germans” with “U.S. Americans.” Higher scores on each 
subscale and total scores suggest a strong endorsement of perceptions of societal 
Islamophobia.  
 Kunst et al. (2012) provided psychometric properties for the PIS and the validity 
of the scale. The confirmatory factor analysis was based on a sample of N = 277 and 
demonstrated the three-factor model provided an excellent fit (i.e., >.99 for CFI; and < 
.05 for RMSEA and SRMR). The Cronbach’s alphas for the factors indicated an adequate 
level of reliability: General fear (α = .80 - .85); Fear of Islamization (α = .86 - .90); fear 
in the media (α = .94 - .95). Cumulatively, the scale demonstrated an adequate level of 
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reliability (α =.89 – 92). The reliability for this scale was  = .87. This scale has been 
previously used with Muslim adults and adolescents in Germany, France, and Britain 
(Kunst et al., 2012; Kunst & Sam, 2013). Scores were summed and divided by the 
respective number of items in order to yield results. The cumulative PIS score was used 
for this study as an observed variable for the latent variable perceived discrimination.  
The Everyday Discrimination Scale (EDS; Williams, Yu, Jackson & Anderson, 
1997)  
 General experiences of discrimination were assessed with the Everyday 
Discrimination Scale (EDS; Williams, et al., 1997; Appendix E), which is a self-report 
measure often used in research on discrimination and health. The scale contains 9 items 
capturing experiences ranging from being treated with less courtesy than others to being 
harassed or called names.  Participants respond on a Likert-type scale ranging from 1 
(Never) to 6 (Almost every day). Participants who answer “A few times a year” or more 
frequently to at least one item are asked a follow up question about their perception of the 
reason (e.g., race, religion) others may discriminate against them. Higher scores suggest a 
stronger endorsement of perceptions of everyday experiences of discrimination.  
 Williams et al. (1997) provided psychometric properties for the EDS that 
demonstrated an adequate level of reliability (  = .88). An EFA conducted by Krieger, 
Smith, Naishadham, Hartman and Barbeu (2005) revealed a one factor solution 
represented the best fit for these items in a sample of 616 African-American and Latino 
participants. This scale has been previously used with Muslim adults and adolescents in 
Germany, France, and Britain (Kunst & Sam, 2013).  In order to calculate the cumulative 
EDS score, I divided the sum score by the number of items. The cumulative EDS score 
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was used for this study as an observed variable on the latent variable “perceived 
discrimination.” The reliability for this scale in the current study was  = .91. 
Bicultural Self-Efficacy Scale (BSES; David, Okazaki & Saw, 2009) 
Bicultural self-efficacy was assessed using the Bicultural Self-Efficacy Scale 
(BSES) (David, Okazaki &Saw, 2009, Appendix F). The BSES has four subscales, (a) 
social groundedness (7 items; e.g., “I can count on both mainstream Americans and 
people from the same heritage culture as myself.”), (b) communication ability (4 items; 
e.g., “I can switch easily between standard English and the language of my heritage 
culture”), (c) positive attitudes (4 items; e.g., “I take pride in both the mainstream 
American culture and my heritage culture), (d) knowledge (4 items; e.g., “I am 
knowledgeable about the holidays celebrated by both mainstream Americans and my 
cultural group), (e) role repertoire (3 items; e.g., “I can choose the degree and manner by 
which I affiliate with each culture.”) and (f) cultural beliefs (3 items; e.g., “Being 
bicultural does not mean I have to compromise my sense of cultural identity.”). Higher 
average scores indicate higher endorsement of each factor.  The average BSES score was 
used for this study as an observed variable loading on the latent variable “coping.” 
The assessment is based on the work of LaFramboise et al.’s (1993) dimensions 
of bicultural self-efficacy. David et al. (2009) provided psychometric properties and 
demonstrated validity of the BSES. The confirmatory factor analysis was based on a 
sample of N = 164 and demonstrated the six-factor model provided an adequate fit (i.e., 
>.90 for CFI; > .60 for PNFI; and < .08 for RMSEA and SRMR). The Cronbach’s alphas 
for the factors indicated an adequate level of reliability: Social groundedness (α =.89), 
Communication Ability (α =.78), Positive Attitudes Toward Both Groups (α =.84), 
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Knowledge of cultural beliefs and values (α =.86), Role repertoire (α =.63), and 
Bicultural beliefs (α =.71). The reliability for the total score of the scale in the current 
study was  = .93. This scale has been previously used with some of the ethnic minority 
groups that make up the Muslim American population, including African-Americans and 
Asian Americans (David et al., 2009; Wei, Carrera & Li, 2014). Thus, BSE may be 
appropriate for use with a diverse sample of Muslim Americans given that some may 
differ because of immigrant status.  
Coping with Discrimination Scale (CDS; Wei, Alvarez, Ku, Russell, & Bonett, 2010) 
Coping with discrimination strategies were assessed using the Coping with 
Discrimination Scale (CDS; Wei, et al., 2010; Appendix G), which was designed to 
reflect the “uniqueness of discrimination as a stressor (p. 328)” and assess how 
individuals cope with racial discrimination. The scale contains 25 items that comprise 
five factors; (a) Education/Advocacy (5 items; e.g., “I educate myself to be better 
prepared to deal with discrimination.”), (b) Internalization (5 items; e.g., “I wonder if I 
did something to offend others.”), (c) Drug and Alcohol Use (5 items; e.g., “I use drugs 
or alcohol to numb my feelings.”), (d) Resistance (5 items; e.g., “I directly challenge the 
person who offended me.”) and (e) Detachment (5 items; e.g., “I do not talk with others 
about my feelings.”). Items were scored on a 6-point Likert-type scale with responses 
ranging from 1 (never like me) to 6 (always like me). In the original study, higher 
averaged scores indicate higher levels of each factor.  
 In terms of psychometric properties, Wei et al. (2010) demonstrated validity of 
the CDS. The confirmatory factor analysis based on a sample of N = 328 demonstrated 
the five-factor oblique model provided an excellent fit to the data (i.e., CFI > .95, 
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RMSEA < .06 and SRMR < .08) (Wei et al., 2010).  The Cronbach’s alphas for the 
factors indicated an adequate level of reliability: Education/Advocacy (= .90), 
Internalization (=.77), Drug and Alcohol Use (=.80), Resistance (=.72), and 
Detachment (=.73). With regard to construct validity; (a) Education/Advocacy was 
positively correlated with ethnic identity (r =.43), life satisfaction (r =.18) and self esteem 
(r=.25), (b) Internalization was positively correlated with depression (r=.28) and 
negatively correlated with self esteem (r=-.34) and ethnic identity (r=-.16), (c) Drug and 
Alcohol Use was positively correlated with depression (r=.31) and negatively correlated 
with life satisfaction (r=-.23), self-esteem (r=-.27), and ethnic identity (r=-.15), (d) 
Resistance was positively correlated self-esteem (r=.18), and (e) Detachment was 
positively correlated with depression (r=.46) and negatively correlated with life 
satisfaction (r=-.40), self-esteem, (r=-.35) and ethnic identity (r=-.25). The test-retest 
reliabilities (N = 53) were between .48 and .85 for the factors (Wei et al., 2010). CDS 
explained variation in depression, self-esteem, life satisfaction, and ethnic identity over 
that of general coping strategies, suggesting that CDS is a separate construct from general 
coping strategies (Wei et al., 2010). The scale has been previously used with some of the 
ethnic minority populations that make up the Muslim American population including 
African-Americans and Asian Americans (Wei et al., 2010; Wei, Heppner, Ku & Liao, 
2010). Wei et al. (2010) noted that differences found among the ethnic groups were not 
significant, suggesting that the CDS may be appropriate for use with a diverse sample of 
Muslim-Americans. The reliabilities for these scales in the present study were  = .86 for 
Education/Advocacy,  = .81 for Internalization,  = .66 for Drug and Alcohol Use,  = 
.69 for Resistance, and  = .70 for Detachment. Although drug and alcohol use are 
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forbidden in Islam, Ahmed, Abu-Ras and Afken (2014) found 46.2% of college aged 
Muslims admit to alcohol use, and 24.6% admit to illicit drug use. Therefore, it is 
important to include this variable, as it is potentially relevant to the population despite not 
being religiously sanctioned. Each subscale was considered an observed variable loading 
on the latent variable coping strategies. The score for each subscale was determined by 
summing each item. For the purposes of this study, items on subscales correlated with 
negative mental health outcomes (i.e., high depression, low self esteem, low life 
satisfaction) were reverse coded such that higher scores on each subscale indicate greater 
coping. 
Multi-faith Religious Support Scale (MFRSS; Bjorck & Maslim, 2011) 
 Religious support was assessed using the Multi-faith Religious Support Scale 
(MFRSS; Bjorck & Maslim, 2011; Appendix H), which is an adaptation of the Religious 
Support Scale (RSS: Fiala, Bjorck & Gorsch, 2002) originally normed on a Protestant 
Christian sample. Fiala et al. (2002) suggested the RSS should be modified in order to be 
generalizable to populations from diverse religious groups. The MFRSS was designed to 
be a multi-faith measure assessing perceived support from religious community 
members, leaders, and from God. The scale was normed on a population of Muslim 
women in the United States. The scale contains 21 items that are loaded onto three 
factors: (a) Religious Leader Support (RLS; 7 items, e.g., “I am valued by my religious 
leaders”), (b) Allah Support (AS; 7 items, e.g., “God gives me the sense that I belong”), 
and (c) Participant Support (RPS; 7 items, e.g., “Other participants in my religious group 
care about my life and situation”). Items are scored on a 5-point Likert-type scale with 
responses ranging from 1 (strongly disagree) to 5 (strongly agree). Total scores are 
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obtained by summing and averaging the scores under each subscale. Higher scores 
indicate greater perceived religious support. Each subscale of the MFRSS was used as an 
observed variable on the latent variable religious community support.  
 With regard to psychometric information, Bjorck and Maslim (2011) provided 
information on the reliability and validity of the MFRSS based on a sample of N = 539 
Muslim women. The authors conducted an exploratory factor analysis to test the structure 
of the MFRSS and found that it replicated the three factor structure of the original RSS. 
The authors entered the three factors into a confirmatory multiple group factor analysis 
(CMGFA) and replicated the three-factor structure of the RSS. The Cronbach’s alphas for 
the factors indicated an adequate level of reliability for the total scale ( = .94) as well as 
the RLS ( = .94), AS ( = .77) and RPS ( = .93) subscales. With regard to convergent 
validity, all three subscales were related to lower self-reported depressive symptoms and 
higher self-reported life satisfaction. The relationship between RLS and depressive 
symptoms remained significant after accounting for general social support. The 
relationship between AS and depressive symptoms remained significant after accounting 
for general social support, RLS, and RPS. Finally, the relationship between RPS, 
depression and life satisfaction became nonsignificant after controlling for general social 
support. The authors suggest that assessing for both RPS and general support is redundant 
for this population and note that their results suggest that Muslim women may tend to 
socialize primarily with fellow Muslims. The authors noted no significant differences 
regarding ethnicity or convert status. The MFRSS has since been used in a sample of 
Korean American Christians (Gu-Hwa & Bjork, 2013). Based on Bjork and Maslim’s 
(2004) results, the MFRSS appears to be a reliable assessment of Muslim Americans 
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perceived religious support. The reliabilities for the present study were: RLS  = .95, 
RAS  = .93, and RPS  = .94. The present study used the subscales of the MFRSS as 
observed variables loading on the latent variable religious community support. 
Procedure 
After obtaining approval from Purdue University’s Institutional Review Board 
(Appendix I), I recruited participants through digital and face-to-face means in order to 
reach a diverse sample of Muslim Americans with regard to age, SES, ethnicity, and 
other factors.  
I recruited participants digitally through the use of e-mail messages (Appendix J) 
and fliers (Appendix L) that I sent to 117 Muslim organizations across the U.S. I obtained 
the e-mail addresses of Muslim organizations through public web searches (e.g., 
LinkedIn, Google Groups, Google). Additionally, I recruited participants through the use 
of a social media message (Appendix K) that I shared on the pages (e.g., Facebook, 
LinkedIn) of public Muslim groups. Snowball sampling is a sampling method that yields 
a sample by asking individuals who know others who share a specific characteristic to 
refer them to a study (Biernacki & Waldford, 1981). In the e-mail and Facebook 
messages, I used a snowball sampling technique by asking people who received the 
message to forward it to anyone that may be eligible to participate in the study. 
I also recruited participants through face-to-face means through tabling at 
community events and conferences in Chicago and Philadelphia. Community events 
included the annual Muslim-American Society / Islamic Circle of North America (MAS-
ICNA) convention, which was held in Chicago in December 2014, and my wedding, 
which was held in November 2014. Muslim weddings are seen as community events by 
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the Arab American Muslim community, and I did not know many of the guests 
personally. I asked potential participants for their email addresses and informed them that 
I would send them a recruitment email with the survey link. I received email addresses 
from 84 individuals, and I personally emailed them the recruitment message. 
African American Muslims are frequently underrepresented in research on 
Muslim mental health despite comprising one third of the population. In order to make 
my sample representative of the American Muslim population, I made efforts to 
specifically recruit African American Muslims. Further, African American Muslims have 
a history of experiencing discrimination from other Muslim populations. Given that I am 
a light skinned Arab American Muslim, efforts were made to connect with African 
American Muslim leaders for assistance with recruitment. I sought out African American 
Muslim mental health professionals and scholars (e.g., Dr. Halim Naeem, Dr. Cheryl El 
Amin, Dr. Su’ad Abdul Khabeer) for guidance. After reaching out to community contacts 
and identifying African American Muslim leaders, I was able to recruit African American 
Muslim participants in three primary ways. First, I distributed paper copies (n = 40) of 
the survey packet after community events (e.g., Fall Harvest Festival, October 2015; 
Jum’ah Prayer, September 2015) at Masjid El Taqwa in Chicago. Masjid El Taqwa 
serves a progressive, African American Sunni Muslim population on the South Side of 
Chicago. Second, a colleague distributed paper copies of my survey at the Black Muslim 
Psychology Conference held in Philadelphia, PA (June, 2015). Third, African American 
Muslim community leaders shared the digital survey link with their networks (e.g., 
Facebook page, email).  
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Data Analysis Plan 
Using AMOS 23, I analyzed the hypotheses by conducting a structural equation 
modeling (SEM) analysis (Byrne, 2010). The research questions of this study are aimed 
at understanding pathways that lead to depressive symptoms among Muslim Americans. 
The overall research questions in the present study focus on (RQ1) the extent to which 
perceived discrimination, coping strategies, and religious community support contribute 
to depressive symptoms among Muslim Americans and (RQ2) the mediating role of 
coping strategies and religious community support on the relationship between perceived 
discrimination and depressive symptoms among Muslim Americans.  
My hypotheses, describing the direction of the associations for the variables, are 
(H1) perceived discrimination will be positively associated with depressive symptoms 
and that relationship will be explained by coping strategies and religious community 
support, (H2) perceived discrimination will be negatively associated with a coping 
strategies, (H3) perceived discrimination will be negatively associated with religious 
community support, (H4) coping strategies will be negatively associated with depressive 
symptoms and, (H5) religious community support will be negatively associated with 
depressive symptoms. I examined the direction and significance of the associations for 
the variables using SEM, which is a “statistical methodology that takes a confirmatory 
approach to the multivariate analysis of a structural theory bearing on some 
phenomenon” (Byrne, 2010, p. 3). SEM allows for the statistical testing of a 
hypothesized model in a simultaneous analysis of all variables of interest in order to 
determine the extent to which the model is consistent with the data. SEM has several 
advantages that make it a popular data analytic technique for non experimental research. 
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For example, in contrast to other methodologies, SEM allows for complex theoretical 
models to be examined in one analysis (Martens, 2005). SEM can be conceptualized as a 
synthesis of confirmatory factor analysis (CFA) and path analysis. SEM can be used after 
a researcher specifies a statistical model based on theory and empirical research (Byrne, 
2010). The primary task of using this methodology is to determine the goodness of fit 
between the hypothesized model and the sample data.  
Using SEM procedures suggested by Kline (2011), I completed the following to 
answer my research questions: (a) model specification, (b) identification, (c) estimation, 
(d) evaluation, and (e) modification. The hypothesized a priori structural equation model 
for this study is presented in Figure 3.  I used AMOS to construct and estimate the model 
equations. Evaluation of model fit included a global fit index (GFI) measured by χ2, Root 
Mean Square Error Approximation (RMSEA; Steiger, 1990), Comparative Fit Index 
(CFI; Bentler, 1990), and the Standardized Root Mean Square Residual (SRMR; Bentler, 
2007). I followed conventions regarding model fit for each of the aforementioned 
statistics if the χ2 is nonsignificant, the RMSEA is below .10, the CFI is above .90 and 




























































Figure 3.  Hypothesized model.  Note. The dashed line represents the direct effect 
between perceived discrimination and depressive symptoms supported by 
literature. 
  
In order to test mediation, I used bootstrapping. My hypotheses regarding 
mediation are: (H6) coping strategies will mediate the relationship between 
discrimination and depression, and (H7) religious community support will mediate the 
relationship between discrimination and depression. Mediation implies a causal chain 
between the predictor variables and the outcome variable (Frazier, Tix & Baron, 2004). 
Baron and Kenny (1986) first recommended the causal steps approach that involves the 
use of a series of regression equations to test the mediation process. Testing the relative 
fit of two structural models (i.e., with and without the mediating variable) is not 
recommended when using SEM (Hayes, 2009). Recent literature suggests bootstrapping 
is more valid and powerful for testing intervening variable effects than the causal steps 
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approach (Hayes, 2009). Bootstrapping is a significance test for mediation that involves 
resampling, a process by which an empirical representation of the sampling distribution is 
repeatedly resampled a large number of times (e.g., 1000) in order to make reliable 
estimates (Hayes, 2009). This process allows for indirect effects to be estimated andfor 
mediation hypotheses to be tested. For this study, I performed the iterative bootstrapping 
2000 times and used bias-corrected confidence intervals to adjust for over inflation 
estimates (Hayes, 2009). I examined standardized indirect and direct effect matrices to 





















CHAPTER 4. RESULTS 
In this chapter, I present the results of the study. The sections of this chapter are: 
(a) preliminary analyses, (b) analyses of group differences, and (b) analyses of 
hypotheses. I used IBM SPSS 22.0.0 and AMOS 20 statistical packages to conduct data 
analysis. I did not use LISREL 9.1 as proposed due to software compatibility issues.  
Preliminary Analysis  
The purpose of the preliminary analyses was to examine and describe the data and 
variables prior to conducting the main analyses of the hypotheses. In this section, I 
describe the variables, the relationship between the variables, and the internal consistency 
of measure scores.  
First, I computed descriptive statistics including means, standard deviations, and 
the internal consistency coefficient of the scale scores (see Table 1). Cronbach’s alphas 
for subscales ranged from .66 to .95, with the reliability of the Coping with 
Discrimination with Drugs and Alcohol subscale being low.  
Second, I computed Pearson correlations (Table 2) to determine if there were any 
issues with multicollinearity or singularity among the observed variables. The significant 
negative and positive correlations ranged from .14 to .80 among the variables. 
Tabachnick & Fidell (2013) note correlations below .90 indicate there is likely not a 
problem with multicollinearity.  Perceived Islamophobia, an indicator variable on the 
latent variable discrimination, was significantly correlated with one of the depression 
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indicator variables (i.e., interpersonal difficulties) but not others. At the recommendation 
of my committee, I examined correlations between age and the variables in the study. 
Age was positively correlated with one of the subscales of coping with discrimination 
that represented attachment to others. Age was also positively correlated with support 
from Allah and religious leader support. Age was negatively correlated with all four 
subscales of the CES-D. 
Table 1 
Descriptive Statistics and Reliability Coefficient of Scale Scores 
Measure        Scale Range          M                SD           α 
Depressed Affect  0-15         3.58    3.65         .86 
Positive Affect  0-12         3.62    2.88         .78 
Somatic/Retarded Affect 0-21         5.88             4.10         .80 
Interpersonal Difficulties 0-12          2.44    2.37         .70  
Perceived Islamophobia 1-6         4.11      .83         .87 
Everyday Discrimination 1-5          2.28      .90         .91 
Resistance    1-6         4.48      .98         .69 
Internalization   1-6         4.20    1.19         .81   
Detachment   1-6         4.53    1.00         .70 
Education/Advocacy   1-6         4.48    1.15         .86 
Drug and Alcohol Use 1-6         5.60      .77         .66  
Bicultural Self Efficacy 1-9         7.11    1.28         .93 
Religious Leader Support  1-5         3.30     1.22         .95 
Allah Support   1-5         4.48      .82         .93 










Correlations Among Variables 
            
            
Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 
1. DEPA * .58** .80** .69** .10 .25** -.16* -.09 -.02 -.14* -.10 -.39** -.29** -.29** -.31** -.18** 
2. DEPP  * .50** .47** .11 .17** -.27** -.24**  .03 -.17** -.11 -.39** -.32** -.36** -.27** -.14* 
3. DEPS   * .63** .10 .22** -.11 -.06 .03 -.14* -.11 -.33** -.17** -.20** -.16** -.15* 
4. DEPI    * .14* .36** -.23** -.10 .01 -.23** -.13* -.45** -.24** -.26** -.30** -.19** 
5. PD1     * .42** -.20**  .07 .07 -.08 -.22** -.18** -.05 -.08 -.02 -.08 
6. PD2      * -.32**  .15* .01 -.25** -.19** -.33** -.19** -.23** -.18** -.09 
7. BSE       * .31** .17** .28**  .10 .31** .33** .33** .31**  .10 
8. CDSE        * .04 -.01 -.17** .36** .25** .24** .31**  .11 
9. CDSA         *  .02  .13* -.06 .09 .19** .15* -.22** 
10. CDSI          * -.10 .35** .15* .11 .16**  .05 
11. CDSR           * -.12* .06 .18** -.01  .03 
12. CDSD            * .34** .29** .38**  .20** 
13. RLS             * .44** .80**  .16** 
14. RAS              * .44**  .15** 
15. RPS               *  .07 
16. Age                * 
Note. N = 272 DEPA = Depressed affect; DEPP = Absence of Positive Affect; DEPS = Somatic and Retarded Affect; DEPI = 
Interpersonal; PD1 = Perceived Islamophobia; PD2 = Everyday Discrimination; BSE = Bicultural Self Efficacy; CDSE = 
Education/Advocacy; CDSA = Alcohol and Drug Use; CDSI = Internalization; CDSR = Resistance; CDSD = Detachment; RLS = 








Analysis of Group Differences 
As part of my preliminary analysis, I examined between group differences based 
on demographic characteristics (i.e., sect, convert status, gender, visible identifiers of 
faith, ethnicity, generational status, and highest level of education) of Muslim Americans. 
I conducted a series of one way Multivariate Analyses of Variance (MANOVAs) with the 
categorical (i.e., sect, convert status, gender, visible identifiers of faith, ethnicity, 
generational status, and highest level of education) demographic variables. To test for 
significant mean differences across groups, I used each of the demographic categories as 
independent variables and all of the endogenous variables (i.e., coping, religious support, 
depression) as dependent variables. I did not include exogenous variables in this analysis, 
as my research questions did not pertain to predictors of discrimination. The results of the 
MANOVA are reported in Table 3. For proportion of variance, Cohen (1988) notes .02 is 
considered a small effect size, .13 is considered a medium effect size, and .26 is 
considered a large effect size. I planned to further examine demographic characteristics 













MANOVA Results for Demographic Variables Sect, Convert Status, Gender, Visible 
Identifiers of Faith, Muslim Name, Ethnicity, Generational Status and Education across 
Dependent Variables Coping, Religious Support, Depression  
 
Variable n F df η
2
 
Sect 271 1.24 40 .05 
Convert 268   .83 10 .03 
Gender 269 4.13* 10 .13 
Beard 103 1.17 10 .12 
Hijab 166 2.31* 10 .14 
Muslim Name 271 1.31 10 .05 
Ethnicity 272 1.32 40 .04 
Generational Status 271 1.37 30 .05 
Education Level 272 1.16 70 .04 
*p<.05.  
 I reported Pillai’s trace statistic, which is more robust for unequal sample sizes or 
violations of assumptions (Pillai, 1975). The MANOVA F values were not significant for 
sect, convert status, visible identifiers of faith for men, having a Muslim name, ethnicity, 
generational status, or education level. However, the MANOVA results revealed 
significant F values and effect sizes above .13 (Cohen, 1988) for gender and visible 
identifiers of faith for women (e.g., hijab). Follow up ANOVA results were examined for 
gender to determine the nature of the within group differences. The ANOVA results for 
gender are summarized in Table 4. With regard to gender, there were significant 
differences between men (n = 103) and women (n =166) on depressive symptoms, 
religious leader support, and religious participant support. More specifically, women (M= 
16.3, SD = 10.5) scored higher than men (M= 13.62, SD = 9.43) on depressive symptoms 
F(1, 267) = 4.41, p = .05, p
2 
= .016. In other words, 1.6% of the variance in depression 
was explained based on gender. Women (M= 3.08, SD = 1.22) scored lower than men 





That is, 5.5% of the variance in religious leader support was explained based on gender. 
Similarly, women (M= 3.60, SD = 1.04) scored lower than men (M= 3.87, SD = .99) on 
religious participant support F(1, 267) = 4.39, p = .03, p
2 
= .016. That is, 1.6% of the 
variance in religious participant support was explained based on gender.  
Table 4 
ANOVA Results for Gender across CES-D (Total), Religious Leader Support, and 
Religious Participant Support  
 
 
The MANOVA results for visible identifiers of faith are summarized in Table 5. 
With regard to visible identifiers of faith for women, there were significant differences 
between women who wore visible identifiers of faith (n = 95) and women who did not (n 
= 71). More specifically, women who wore visible identifiers of faith (M= 4.76, SD = 
.94) scored higher than women who did not wear visible identifiers of faith (M= 4.33, SD 
= 1.1) on resistance, a subscale of coping with discrimination F(1, 164) = 7.59, p > .01, 
p
2 
= .044. That is, for women, 4.4% of the variance in resistance was explained by 
wearing visible identifiers of faith. Women who wore visible identifiers of faith (M= 
3.31, SD = 1.18) scored higher than women who did not (M= 2.64, SD = 1.18) on 
religious leader support F(1, 158 = 12.9, p > .001, p
2 
= .076). That is, for women, 7.6% 
of the variance in religious leader support was explained by wearing visible identifiers of 
faith. Women who wore visible identifiers of faith (M= 1.65, SD = .79) also scored 
higher than women who did not (M= 1.31, SD = .98) on Allah support F(1, 158 = 7.69, p 
Variable Men (n=103) M(SD)  Women (n=166) M(SD) F η
2
 
CES-D 13.62 (9.43)  16.3 (10.5) 4.41* .016 
RLS 3.67(1.14) 3.08(1.22) 15.6*** .055 
RPS 3.87(.99) 3.60(1.04) 4.13* .016 










= .046), which was transformed to more closely meet the assumption of 
normality. That is, for women, 4.6% of the variance in Allah support was explained by 
wearing visible identifiers of faith. Finally, women who wore visible identifiers of faith 
(M= 3.60, SD = .98) scored higher than women who did not (M= 2.18, SD = .98) on 
religious participant support F(1, 158 = 9.03, p > .001, p
2 
= .054).  
Table 5 
ANOVA Results for Women’s Visible Identifiers of Faith across Resistance, Religious 
Leader Support, Allah Support, and Religious Participant Support 
 
*p<.05. **p<.01. ***p<.001.  
 
Although the effect size for sex and hijab was over .13, which is considered to be 
a medium effect size (Cohen, 1988), the differences were not present on all endogenous 
variables. Therefore, I did not pursue them as moderators in the SEM analysis. 
Furthermore, adding additional pathways would further decrease the power of my sample 
size, which is not optimal.  
Main Analysis 
 I analyzed the hypotheses by conducting SEM analysis. As discussed in Chapter 
3, my main hypothesis is: Perceived discrimination, coping strategies (i.e., bicultural self-
efficacy and coping with discrimination), and religious community support will explain 
significant variance in depressive symptoms among Muslim Americans. I have seven 
hypotheses:  
Variable Identifier (n=95) 
M(SD)  





Resistance 4.76 (.94)   4.33(1.1) 7.59* .044 
RLS 3.31(1.18) 2.64(1.18) 12.9*** .076 
RAS (log) .66(.79) .61(.98) 7.69** .046 




H1, perceived discrimination will be positively associated with depressive 
symptoms and that relationship will be explained by coping strategies and 
religious community support. That is, higher levels of perceived discrimination 
will be associated with higher levels of depressive symptoms.  
H2, perceived discrimination will be negatively associated with coping strategies. 
That is, higher levels of perceived discrimination will be associated with lower 
levels of coping strategies (i.e., bicultural self-efficacy and coping with 
discrimination).  
 H3, perceived discrimination will be negatively associated with religious 
community support. That is, higher levels of perceived discrimination will be 
associated with lower levels of religious community support.  
H4, coping strategies will be negatively associated with depressive symptoms. 
That is, higher levels of coping strategies will be associated with lower levels of 
depressive symptoms.  
H5, religious community support will be negatively associated with depressive 
symptoms. That is, higher levels of religious community support will be 
associated with lower levels of depressive symptoms.  
H6, coping strategies will mediate the relationship between perceived 
discrimination and depressive symptoms. That is, when accounting for coping 
strategies, the relationship between perceived discrimination and depressive 
symptoms will no longer be significant.  
H7, religious community support will mediate the relationship between perceived 
discrimination and depressive symptoms. That is, when accounting for religious 
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community support, the relationship between perceived discrimination and 
depressive symptoms will no longer be significant.  
Identifying and Testing the Measurement Model  
 The measurement model in SEM refers to the model that assesses the 
relationships between the observed variables and the latent variables (Byrne 2010). That 
is, the measurement model identifies the degree to which the indicators represent the 
constructs. Therefore, I tested the measurement model to determine if my instruments 
accurately measured the hypothesized latent variables. I revised the measurement model 
in order to establish the best fit for my structural model. First, factor loadings for Coping 
with Discrimination using Drugs and Alcohol were not significant for the latent variable 
Coping. Dropping this indicator variable will not improve the model fit, but it will 
improve my power given my small sample size (Kenny, 2013). Therefore, I dropped 
Coping with Discrimination using Drugs and Alcohol as an indicator.  Second, 
modification indices demonstrated covariance between error terms of indicator variables 
on depression and coping. Kline (2011) explains correlating error terms is acceptable if 
there is a theoretical rationale and if the error terms are on the same latent variable. I 
added covariance estimates between the recommended error terms of two of the CES-D 
subscales and two of the CDS subscales in order to address this issue.  Table X displays 
the factor loadings for the indicators in the final measurement model. 
 I tested the measurement model by conducting Confirmatory Factor Analysis 
(CFA) using maximum likelihood estimation (MLM) (Byrne, 2010). The goodness-of-fit 
indices for the measurement model were: χ
2
 (65, N = 272) = 222, p <.01; CFI = 91; 





was likely due to small sample size, which can over inflate this statistic 
(Byrne, 2010).  
Table 6 
Estimates of Factor Loadings from the Final Measurement Model  
 B SE β 
Perceived Discrimination    
 PD1 1.00 - .47 
 PD2 2.05 .56 .89 
Coping Strategies    
 CDSE 1.00 -  
 BSE 1.25 .24 .49 
 CDSI 1.09 .28 .34 
 CDSR 0.09 .41 .36 
 CDSD 2.09 .48 .76 
Religious Community Support    
 RLS 1.00 - .88 
 RPS 0.86 .05 .90 
 RAS 0.38 .04 .50 
Depression    
 DEPS 1.00 - .81 
 DEPP 0.52 .05 .59 
 DEPA 1.05 .09 .96 
 DEPI 0.56 .06 .80 
*All coefficients are significant at p < .05.  
Testing the Structural Model  
 I tested the hypothesized structural model using the measurement model. Below, I 
present the models that were tested. Table 7 displays the fit indices for the two models 
tested.  
 
Table 7          
Goodness-of-Fit Indices for Models (N =272)  
Model χ
2





Model 1 180.37** 62 .91 .08 .08 -- -- --  
Model 2 174.79** 61 .92 .07 .08 5.58 1 3.81  







 Figure 4 demonstrates the proposed relationships between perceived 
discrimination, coping strategies, religious community support, and depression. The 
goodness-of-fit indices for the hypothesized structural model were: χ
2
(62, N = 272) = 
180.37, p < .01; CFI = .91; SRMR = .08; and RMSEA = .08. The CFI, SRMR, and 
RMSEA indicate an acceptable fit for the data. The χ
2
 was also likely significant due to 













































Figure 4. Structural Model 1 with Standardized Regression Weights  
Model 2 
Figure 5 demonstrates the proposed relationship between perceived 
discrimination, coping strategies, religious community support, and depression with 
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additional paths drawn based on the modification indices determined by AMOS output. 
The goodness-of-fit indices for the hypothesized structural model were χ
2
(61,N = 272) 
=174.79, p <.01; CFI = .92; SRMR = .07; and RMSEA =.08. The CFI, SRMR and 
RMSEA indicate an acceptable fit for the data. The χ
2 
was also likely significant due to 















































Figure 5. Structural Model 2 with Standardized Regression Weights  
 
 I conducted a chi-square difference test to determine if the modified model fit the 
data better than the original structural model. I calculated the difference of the chi-square 
values and the difference of the degrees of freedom and checked these difference against 
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their critical values using a chi-square table. The chi-square difference value (χ
2
DIFF = 
5.58) was larger than the critical value (χ
2
CRIT = 3.81, df = 1), suggesting Model 2 was a 
better fit.  
Testing Mediation 
 After evaluating the models, I assessed for indirect effects to test each potential 
mediating variable (i.e., coping strategies, religious community support) separately in 
order to understand the unique roles coping strategies and religious community support 
play in the relationship between perceived discrimination and depression. I used bias-
corrected bootstrapping procedures with 2,000 bootstrapped samples in SEM to examine 
potential indirect mean effects between perceived discrimination and depression (Hayes, 
2009). Bootstrapping is a resampling technique that uses the available data to calculate a 
new sample for the data. This process is repeated a set number of times (e.g., 1000) in 
order to test a hypothesis (Shrout & Bolger, 2002). In the presence of the mediating 
variable coping strategies, the direct mean effect between perceived discrimination and 
depression was not significant (B = .166, p > .05). However, there was a significant 
indirect mean effect between discrimination and depression (B = .167, p < .05) 
supporting the mediating role of coping strategies. In the presence of the mediating 
variable religious community support, the direct effect of perceived discrimination on 
depression was significant (B = .303, p < .05). The results of bootstrapping revealed a 
significant indirect mean effect between perceived discrimination and depression (B=.05, 
p < .05), suggesting religious community support partially mediates this relationship.  
Evaluation of the Hypotheses 




 My first hypothesis was that discrimination would be positively associated with 
depressive symptoms. That is, higher levels of perceived discrimination would be 
associated with higher levels of depressive symptoms. This hypothesis was supported. 
The SEM analysis revealed a significant positive relationship between perceived 
discrimination and depressive symptoms in Model 2.  
Hypothesis 2 
 My second hypothesis was that perceived discrimination would be negatively 
associated with coping strategies. That is, higher levels of perceived discrimination will 
be associated with lower levels of coping strategies (i.e., bicultural self-efficacy and 
coping with discrimination). This hypothesis was supported. The SEM analysis revealed 
a significant negative relationship between perceived discrimination and coping strategies 
(i.e., bicultural self-efficacy and coping with discrimination).  
Hypothesis 3 
 My third hypothesis was that perceived discrimination would be negatively 
associated with religious community support. That is, higher levels of perceived 
discrimination will be associated with lower levels of religious community support. This 
hypothesis was supported. The SEM analysis revealed a significant negative relationship 
between perceived discrimination and religious community support.  
Hypothesis 4  
 My fourth hypothesis was that coping strategies would be negatively associated 
with depressive symptoms. That is, lower levels of coping strategies would be associated 
with higher levels of depressive symptoms. This hypothesis was supported. The SEM 
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analysis revealed a significant negative relationship between coping strategies (i.e., 
bicultural self-efficacy and coping with discrimination) and depressive symptoms.  
Hypothesis 5 
 My fifth hypothesis was that religious community support would be negatively 
associated with depressive symptoms. That is, lower levels of religious community 
support will be associated with higher levels of depressive symptoms. This hypothesis 
was supported. The SEM analysis revealed a significant negative relationship between 
religious community support and depressive symptoms.  
Hypothesis 6 
 My sixth hypothesis was that coping strategies would mediate the relationship 
between perceived discrimination and depressive symptoms. That is, when accounting for 
coping strategies the relationship between perceived discrimination and depressive 
symptoms will no longer be significant. This hypothesis was supported. The 
bootstrapping analysis revealed that the relationship between perceived discrimination 
and depressive symptoms could be explained by coping strategies.  
Hypothesis 7  
My seventh hypothesis was that religious community support would mediate the 
relationship between perceived discrimination and depressive symptoms. That is, when 
accounting for religious community support, the relationship between perceived 
discrimination and depressive symptoms would no longer be significant. This hypothesis 
was partially supported. The bootstrapping analysis revealed that the relationship 
between perceived discrimination and depressive symptoms could be partially explained 







CHAPTER 5. DISCUSSION 
 The purpose of the present study was to explore the relationship between 
psychosocial adversities (i.e., perceived discrimination), psychosocial resources (i.e., 
coping strategies, religious community support), and depressive symptoms using Padela 
and Curlin’s (2013) theory of Muslim health and biopsychosocial pathways models of 
minority health (Clark et al., 1999; Pascoe & Richman, 2009; Roux, 2012). In this 
chapter, I summarize the findings and discuss their implications. First, I present the 
results from the preliminary analyses and group differences. Second, I summarize the 
findings from the main hypotheses. Third, I discuss the limitations of the study, future 
directions for research, and the implications for counseling psychology practice and 
advocacy. Lastly, I provide a conclusion.  
Preliminary Findings and Group Differences 
 The mean of the total score on the CES-D in this sample (N = 272) was 15.54, 
which is just below the cut off score for a positive depression screening suggested by 
Radloff (1977). Nearly half of the sample (42.6%) had CES-D scores above 16, which is 
a commonly used cut off score to determine risk for depression. However, some 
researchers suggest that further investigation is needed to determine if this cut off is 
appropriate for different ethnic groups given the potential of cross ethnic measurement 
invariance for the CES-D (Amer et al., 2012; Rahman & Rollock, 2004). This finding is 
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consistent with a recent study examining CES-D scores among a majority Muslim Arab 
American sample where approximately 41% of the sample were above the cut off for a 
positive depression screen (Amer et al., 2012). Women in the present study displayed 
significantly higher scores on the CES-D than men, which is also consistent with 
previous research that suggests women tend to report more depressive symptoms than 
men (Hyde et al., 2008). It could also be that women experience stressors that are not 
captured by the variables in this study, such as sexism.  Additional factors such as sexism 
may impact depressive symptoms for women (Doucet, 2003). These results should be 
interpreted with the understanding that the cut off scores for the CES-D were developed 
with populations of different ethnic and religious backgrounds than Muslim Americans. 
Additionally, the CES-D is intended as a screening instrument and high scores are related 
to overall stress rather than a clinical diagnosis of depression.  
Much of the research focusing on the experiences of Muslim Americans excludes 
the experiences of African American Muslims, who make up approximately 1/3 of the 
Muslim population in the U.S. The sample used for this study nearly equally represented 
African American, Arab American, and South Asian American Muslims. Additionally, 
nine participants who selected “other ethnicity” noted they identified, in part, as African 
American or Black. However, I decided not to recode them to more accurately represent 
their personal ethnic identification. There were no significant differences among the three 
primary ethnic groups represented in this study. It could be that the sample size was too 
small (i.e., less than 100) per ethnic category to detect statistically significant differences. 
This finding is consistent with a previous study with a small sample size (N = of 152) that 
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did not detect significant differences between Muslim American ethnic groups in mental 
health outcomes (Rippy & Newman, 2006).   
There were significant differences between men and women on two subscales of 
the religious support scale and one subscale of coping. Women reported lower religious 
leader support than men. This is to be expected within traditional Muslim American 
communities given the prevalence of gender segregated prayer halls and of male religious 
leaders. It is likely that many women do not have access to regular contact with Muslim 
religious leaders so it is understandable that they would report less support from them. It 
is expected that women would feel less supported by religious leaders, as they tend to 
interact with them less than men. Muslim women also reported less religious participant 
support than men. In some of the ethnic groups that make up Muslim Americans, it is not 
customary for Muslim women to attend functions at the masjid. Although masjid 
attendance was not assessed in this study, it is possible that women reported feeling less 
supported because they attend religious functions less frequently than men. Muslim 
women who wore hijab reported more religious participant support than Muslim women 
who did not wear hijab. Here, it could be that, since wearing hijab is a cultural 
expectation, Muslim women are more accepted by others in their mosques if they choose 
to wear hijab. Although data on identity salience was not collected in this study, one 
possible interpretation is that women who wear hijab may view their Muslim identity as 
more salient, and perhaps they are more active in their religious communities. Finally, 
Muslim women who wear hijab scored higher on a subscale of the coping with 
discrimination scales assessing for use of resistance as a coping response to 
discrimination.  This is not surprising, given that some women view their hijab as a 
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symbol of resistance to anti Muslim prejudice (Sirin & Fine, 2007). There were no other 
statistically significant differences found among the demographic variables.  
With regard to sample characteristics, the majority of participants considered 
themselves to be very religious. Examination of correlations between age and the 
variables revealed that, as individuals got older, depression scores decreased. 
Additionally, as participants got older, religious leader support and Allah support 
increased. Finally, as participants got older, a tendency to cope with discrimination by 
increasing their attachment with the community also increased. Approximately one 
quarter of the sample reported they were 1
st
 or 1.5 generation immigrants and thus may 
be perceived to be Muslim by others based on the ways they look or other characteristics 
(e.g., accent, cultural markers). Interpretations of the results take the sample 
characteristics into consideration.  
 Main Hypothesis  
 The results from the present study show partial support for the hypotheses I 
presented regarding the relationship between perceived discrimination, coping strategies, 
religious community support, and perceived discrimination. Below I discuss the results 
from the measurement model, structural model, and mediation analyses.  
Measurement Model  
 The measurement model was a good fit for the data. One indicator variable for 
coping with discrimination, coping with drugs and alcohol, was removed from the model 
as it did not contribute significantly to the coping latent variable. This could be because, 
as I mentioned in Chapter 3, items on this measure were reversed to indicate greater 
coping. Therefore, this construct measured abstinence from drugs and alcohol. Since 
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drugs and alcohol are forbidden in Islam, it makes sense that abstinence may not be a 
coping strategy for Muslims or that Muslims are reluctant to report use of this strategy. 
Detachment, which was reverse coded to indicate engagement with others was the 
biggest component of coping for the coping variable. Bicultural self-efficacy also made 
up a large component of coping. Therefore, it is apparent that two of the most salient 
indicators of coping for this population are attachment to others and easily navigating 
between two cultures. In the bicultural self-efficacy measure, questions focused on 
navigating between one’s heritage culture and main stream culture. However, “heritage 
culture” was not specified as Muslim culture or ethnic culture. Therefore, participants 
were left to interpret these questions openly as whatever they considered their heritage 
culture (e.g., Arab American, Black Muslim) to be.  For the CES-D the two biggest 
components of this construct were depressed affect and slowed and somatic activity 
suggesting depressive symptoms manifest themselves most prominently as depressed 
affect and somatic complaints. Finally, for religious community support, the two biggest 
components were religious participant support and religious leader support. While 
support from Allah was still significant, support from one’s leaders and other members of 
the congregation account for more of an individual’s perceptions of Religious 
Community Support.   
Structural Model  
 First, (H1) perceived discrimination was positively associated with depressive 
symptoms. Second, (H2) perceived discrimination was negatively associated with coping 
strategies (i.e., bicultural self-efficacy and coping with discrimination). Third, (H3) 
perceived discrimination was negatively associated with religious community support. 
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Fourth, (H4) coping strategies (i.e., bicultural self-efficacy and coping with 
discrimination) were negatively associated with depressive symptoms. Fifth, (H5) 
religious community support was negatively associated with depressive symptoms. Sixth, 
(H6) coping strategies mediated the relationship between perceived discrimination and 
depressive symptoms. However, seventh, (H7) religious community support partially 
mediated the relationship between perceived discrimination and depressive symptoms.  
 As hypothesized, (H1) perceived discrimination was positively associated with 
depressive symptoms. In other words, the more discrimination an individual perceived, 
the more depressive symptoms they reported. This finding is in line with previous 
research that has found that Muslim Americans who experience discrimination also 
report higher levels of depressive symptoms (Abu Ras & Abu Bader, 2009). Further, this 
finding is consistent with Padela and Curlin’s (2013) theory, which suggests that 
experiences of discrimination based on religion are a common source of stress Muslims 
face that can influence health outcomes. Additionally, this finding supports research that 
suggests victims of prejudice may be at greater risk for developing depression (Hyde, 
Mezulis & Abramson, 2008). Experiencing inescapable prejudice at the societal level can 
lead to depressive symptoms including sadness, hopelessness, and social withdrawal 
(Cox, Abramson, Devine & Hollon, 2012). Depressive symptoms may occur when 
victims of prejudice internalize negative stereotypes based on their group membership 
(Cox et al., 2012). Therefore, it seems plausible that Muslims who report experiences of 
discrimination also report poorer mental health outcomes (i.e., depressive symptoms). At 
the same time, Perceived Islamophobia, one of the indicator variables for perceived 
discrimination, was only significantly correlated with one indicator variable of depressive 
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symptoms (i.e., interpersonal connectedness). Therefore, it is possible that the 
relationship between discrimination and depressive symptoms is more a function of 
everyday discrimination experiences rather than perceptions of anti-Muslim biases in the 
general American public. Although the present study did not assess specifically for 
experiencing discrimination or prejudice from other Muslims, it is possible that within 
group marginalization may have an influence on depressive symptoms as well.  
 The relationship between discrimination and depressive symptoms is not a 
surprise given the continued harsh political climate against American Muslims since the 
terrorist attacks of September 11
th
 and particularly during the time (i.e., October 2014 – 
October 2015) data were collected. During this period of time, the Southern Poverty Law 
Center (SPLC) noted hate crimes against Muslims in the U.S. increased by 14%. In a 
prominent case that gained national media attention, three Muslim students at University 
of North Carolina, Chapel Hill, were murdered by a neighbor in what appeared to be a 
hate motivated attack in February 2014 (Barret, 2015). The SPLC speculates that hate 
crimes against Muslims increase in the U.S. when violence is committed by Muslims 
abroad (e.g., Charlie Hebdo shootings). When crimes occur in the U.S. or abroad and the 
perpetrator is alleged to be Muslim, Muslim civil rights organizations warn Muslims to 
be cautious out of concerns for political retaliation. Also during this time, a number of 
political candidates who rose to popularity for the 2016 U.S. presidential elections 
discussed enacting policies that would violate Muslim’s civil rights, such as requiring 
Muslims to register with the government (Gabriel, 2016). Practicing a religion that is 
targeted by popular political candidates can lead to feelings of helplessness, which is a 
symptom of depression. Muslims, particularly Muslim women, may isolate themselves 
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from others during these times, which may lead to increased depressive symptoms. At the 
same time, the perceived discrimination depressive symptom association was found to be 
smaller in this sample than the association found in meta analyses with other populations. 
It could be, however, that the mediating variables accounted for this variance.   
 As hypothesized, (H2) perceived discrimination was negatively associated with 
coping strategies. In other words, the more discrimination individuals experienced, the 
less they used coping strategies (i.e., education/advocacy, bicultural self-efficacy) 
associated with positive mental health outcomes, and the more they used coping 
strategies (i.e., internalization, resistance and detachment) associated with negative 
mental health outcomes. This finding is in line with previous research that suggests 
experiences of discrimination can lead to the development of maladaptive coping (Carter, 
2007). Of note, drug and alcohol use as a coping strategy was not a significant predictor 
of coping strategies in this study. This is likely related to to the prohibition on drug and 
alcohol use in Islam. It could be because study participants were more religious, and thus 
followed the prohibition on drugs and alcohol. Alternatively, given previous research that 
found nearly half of Muslim college aged students use alcohol and nearly one quarter use 
illicit drugs (Ahmed et al., 2014), it could be that, although drug and alcohol use may be 
relatively common, it may not be viewed as a coping strategy in reaction to 
discrimination. Or, it could be that participants wished to make a good impression and 
were thus less likely to report use of alcohol and drugs.  
 As hypothesized, (H3) perceived discrimination was negatively associated with 
religious community support. In other words, the more discrimination individuals 
experienced, the less religious community support they perceived. Research in the area of 
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the relationship between perceived discrimination and religious community support is 
mixed. Research conducted prior to 9/11 suggested Muslims experiencing discrimination 
may withdraw into an ethnic enclave and seek support from their religious communities 
as an escape from discrimination of larger society (Erickson & Al-Timimi, 2001). If this 
were the case, it would be expected that the relationship between perceived 
discrimination and religious community support would be positive. However, research 
conducted after 9/11 suggests experiences of discrimination may be associated with 
withdrawal from one’s religious community due to fears of continued or increased 
discrimination (Abu Ras & Abu Bader, 2008). Mosques and other religious community 
centers are often targeted by anti-Muslim violence (CAIR, 2010). Muslims, particularly 
Muslim women, experiencing high levels of discrimination may view the religious center 
as an unsafe space and withdraw from their religious community to protect themselves. 
The possibility of this perception was not assessed in this study, making it difficult to rule 
this in or out as a reason for the effect. Given the lower levels of religious community 
support experienced by women, it is possible that religious communities are not doing 
enough to support their members who may be having experiences of discrimination. This 
finding is consistent with literature that suggests the psychological benefits of religious 
belongingness (Amer & Hovey, 2007). That is, Muslim Americans may be less impacted 
by discrimination they experience because of a strong sense of belongingness and support 
or a sense that God will protect them and reward them for their patience in the afterlife.  
 As hypothesized, (H4) coping was negatively associated with depressive 
symptoms. That is, as coping decreased, depressive symptoms increased. Clark and 
colleagues’ (1999) theory suggests that a reduction in adaptive coping responses, such as 
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the coping variables used in this study, can trigger increased psychological distress 
among minorities experiencing discrimination. It is possible that individuals using less of 
the coping strategies assessed in this study may have been engaged in coping strategies 
that were less adaptive such as internalization or social withdrawal. However, the two 
biggest contributors to the coping latent variable were not detaching from others and 
bicultural self-efficacy. Therefore, it is possible that individuals did not have avenues to 
engage in coping behaviors that are more adaptive (e.g., education / advocacy).  
 As hypothesized, (H5) religious community support was negatively associated 
with depressive symptoms. That is, lower levels of religious community support were 
associated with higher levels of depressive symptoms. This finding is in line with 
previous research that underscores the importance of cultural resources such as religious 
community support on the mental health of Muslim Americans as well as research that 
suggests social support is associated with lower levels of depression across various 
populations (Ahmed et al., 2011; Cohen & Wills, 1985). For Muslim Americans, 
religious community support may be particularly critical in mitigating the relationship 
between perceived discrimination and depressive symptoms. It could be that being 
isolated from one’s religious community and feeling isolated from broader society can 
lead to more depressive symptoms overall.   
 Finally, I hypothesized that (H6) coping strategies and (H7) religious community 
support would mediate the relationship between perceived discrimination and depressive 
symptoms. These hypotheses were partially supported. Coping strategies fully mediated 
the relationship between perceived discrimination and depressive symptoms. That is, 
when accounting for coping strategies, the relationship between perceived discrimination 
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and depressive symptoms was no longer significant. This finding is consistent with Clark 
and colleague’s (1999) theory that coping strategies serve as a mediator between 
perceived discrimination and psychological distress. That is, perceived discrimination 
leads to psychological distress through an individual’s coping resources. Religious 
community support partially mediated the relationship between perceived discrimination 
and depressive symptoms. Research on the mediating effects of religious community 
support are varied and are likely influenced by gender. Although Clark and colleagues 
(1999) conceptualize social support as a resource that can mediate the relationship 
between perceived discrimination and psychological distress, it may be better assessed as 
a moderator. Conceptually, this may mean that religious community support can be 
viewed as more of an asset rather than a mechanism by which perceived discrimination 
leads to depressive symptoms. It could be that other variables, such as access to religious 
community support, may influence this relationship.  
Summary 
 In summary, my study highlights several findings. First, high levels of perceived 
discrimination are related to lower levels of coping, which are related to higher levels of 
depressive symptoms. Second, high levels of perceived discrimination are related to 
lower levels of religious community support, which is related to higher levels of 
depressive symptoms. Finally, the relationship between perceived discrimination is 
mediated by coping strategies and partially mediated by religious community support. 
There are gender differences between men and women in the mediating variables (i.e., 
coping strategies and religious community support) and depressive symptoms. When 
Muslim Americans are not using adaptive coping strategies, perceived discrimination can 
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lead to depressive symptoms. Additionally, while religious community support does not 
totally mitigate the effects of perceived discrimination on depressive symptoms, it can 
serve an adaptive function and lessen the effect of perceived discrimination on depressive 
symptoms.  
Limitations 
 There are several limitations to the present study that should be taken into 
consideration with the results of this study. These limitations relate to (a) internal 
validity, (b) temporal validity, (b) sample characteristics, (c) use of self-report data and 
(d) instrumentation.  
 First, there are some limitations regarding internal validity. Ambiguous temporal 
presence refers to difficulty discerning which variable is the cause and which is the 
effect. That is, it is unclear whether increased depressive symptoms causes individuals to 
perceive more discrimination or if discrimination leads to more depressive symptoms. 
However, statistical adjustments, such as the use of structural equation modeling, are 
thought to resolve problems in making causal inferences. Furthermore, the patterns of 
relationships examined in this study are grounded in research and theory.  
 Second, there are limitations with regard to external validity. Namely, there are 
limitations with regard to temporal validity, which refers to the ability to generalize 
results across time periods. Recruitment occurred between October 2014 and October 
2015. Although I did not assess for this, it is important to note that, during the time period 
data were collected, a number of international conflicts with Muslims occurred which 
may have subjected Muslims to increased scrutiny and in turn impacted their responses to 
this assessment. Such scrutiny and discrimination has been prevalent throughout the U.S 
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and Western Europe (e.g., France, Germany, The Netherlands). In the U.S., the Southern 
Poverty Law Center (SPLC, 2016) noted an increase in hate crimes against Muslims after 
major international conflicts involving Muslims. I want to note that, by presenting this 
time period as a limitation to external validity, I do not intend to diminish the significance 
of increasing discrimination against Muslim Americans. Future researchers can use 
longitudinal methods to address limitations of temporal validity that may be an issue with 
this study as well as examine the influence that global attitudes toward Muslims may 
have on experiences of Muslims.  
 Third, the sample size was smaller than the 387 participants recommended 
according to the power analysis. Kline (2011) notes the average sample size for studies 
using SEM is 200. After 12 months of data collection using a variety of strategies ,I 
collected data from 482 participants, of which 190 provided unusable data. I collected 
data online using social media and snow ball sampling. In addition, I networked with a 
number of Muslim American leaders who helped disseminate the survey. Connecting 
with Muslim American leaders via telephone and in person was most helpful. Forming 
relationships with the leaders was also very helpful. Future research should build 
relationships with Muslim American communities and try to develop long-term 
relationships with them that are reciprocal in nature. This may help increase participation. 
Future researchers could offer incentives to participants to increase participation in their 
studies.  Additionally, with regard to sample characteristics, as described in Chapter 3, 
the recruitment strategy for this study involved seeking participants from religious online 
and in person religious networks. Therefore, the results may be biased toward individuals 
who regard their Muslim identity as particularly salient and who are located near large 
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Muslim communities. Thus, the results of the study may not be generalizable to 
individuals who do not perceive their Muslim identity as salient and who may live 
outside of areas with large Muslim populations. 
 Fourth, there are limitations inherent to self-report measures. Although I did not 
assess for social desirability in this study and made efforts to protect the anonymity and 
confidentiality of participants, it is possible participants may have answered questions in 
a way to appear more favorable or answered in a way they believed to be the correct way 
to answer. In a time of increased scrutiny on Muslim American communities, participants 
may have under reported symptoms in order to minimize any possible mental health 
concerns. Additionally, by asking potential participants to take a survey about Muslim 
Americans, I primed them to consider their Muslim identity, making it more salient to 
them. Participants may have considered their Muslim identity which could have led to 
over reporting or under reporting depending on their perception of what they believed a 
favorable response would be.  
 There are some limitations with regard to potential measurement invariance of the 
instruments used, readability, and applicability to a U.S. Muslim population. The CES-D 
was developed and validated on a population of mainly white Americans in the late 
1970s. It has been used with a number of different ethnic groups, and researchers have 
called for an adjustment of the cut off scores based on ethnic groups. For example, 
Rahman and Rollock (2004) noted South Asian international students displayed high 
means on the CES-D. Similarly, Amer et al. (2014) noted CES-D scores for second 
generation Arab Americans were high and more similar to those of overseas Arab 
populations than those of a general American population or ethnic minorities in the U.S. 
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Future researchers should work to develop a valid instrument and culturally appropriate 
cut off scores for diverse populations in the U.S. and abroad to address issues of 
measurement invariance and more accurately describe risk factors for the development of 
depression.  
 With the exception of the CES-D, the instruments used in this study were 
developed and validated with ethnically and religiously diverse populations. However, 
they were developed with a college educated population in mind. The readability 
statistics as identified by Microsoft word 2013 indicated the measurements used in this 
study were most appropriate for individuals with more than 12 years of formal education. 
This may have had an impact on the ability of individuals with less than 12 years of 
formal education or nonnative speakers of English to understand the questions. Future 
researchers should work to develop instruments that are readable for a community sample 
with varying degrees of education. Further, future researchers should work to translate 
and validate instruments for use in different languages. Such instruments will enable 
researchers to collect data from populations that are typically underrepresented in 
research.  
 The Percieved Islamophobia Scale (PIS; Kunst, Sam, & Ulleberg, 2012) was used 
as an indicator variable for the latent variable perceived discrimination. It was developed 
to assess German Muslims experiences with Islamophobia. Although the responses on 
this scale were normally distributed, the average was high suggesting participants agreed 
with the items. This variable was only significantly correlated with one of the depression 
outcome variables, none of the religious community support variables, and three of the 
five coping variables. PIS was negatively correlated with Bicultural Self Efficacy, 
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suggesting it may be an important variable to examine in future research focusing on the 
role discrimination has on identity development. For a more detailed examination of PIS 
as it relates to other variables and within group differences, see Appendix N.  
Future directions for research 
 In this section I discuss future directions for research. I focus on: (a) additional 
variables of interest, (b) research orientation, (c) sampling methods, and (d) research 
design.  
Additional Variables of Interest  
 Future research should continue to examine pathways that may lead to depressive 
symptoms among Muslim Americans. I found that coping strategies fully mediate the 
relationship between perceived discrimination and depressive symptoms, but religious 
community support partially mediates the relationship. Future research could examine 
why coping strategies were a full mediator, but religious community support was not. For 
example, future research could examine perceptions of support from other communities 
that Muslim Americans belong to such as their university, work, family, or ethnic 
community. Rollock and Lui (2015) found that spousal support moderates the 
relationship between unfair treatment and psychological distress. Future researchers can 
examine if spousal support serves a similar function for Muslim Americans.  
 With regard to coping, future research can examine additional coping variables 
(e.g., religious coping; Amer & Hovey, 2012). Examining which coping strategies are 
most protective for different ethnic groups within the Muslim American population can 
help inform interventions. Bicultural self-efficacy was a large component of coping 
strategies in the measurement model and structural model. Heritage culture was not 
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specified as “Muslim culture” as different ethnic groups within Islam practice Islam with 
slight differences. There are few measures that assess for intersecting identities (e.g., the 
intersection of racial and religious identity), and therefore “heritage culture” was left 
open to interpretation. Future studies can further explore and develop instrumentation to 
account for coping strategies that involve intersecting identities. 
 The present study focused on examining perceptions of anti-Muslim bias (i.e., 
Perceived Islamophobia) and everyday experiences of discrimination as they related to 
depressive symptoms. Future researchers could examine the influence of specific forms 
of discrimination, such as discrimination from other Muslims based on race/ethnicity, 
gender, or skin color. Such research can highlight the influence of various forms of 
discrimination on the health outcomes of Muslim Americans. Future research can further 
examine the influence gender may have on depressive symptoms, discrimination, coping, 
and community support.  
 The present study focused on depressive symptoms as an outcome variable. 
However, perceived discrimination has been linked to a number of other negative mental 
and physical health outcomes (Pascoe & Richman, 2009). Future research can examine 
the effects of perceived discrimination on physical health conditions (e.g., hypertension, 
diabetes) as well as other mental health conditions (e.g., anxiety). Additionally, future 
researchers can examine commonly used cut off scores for standardized assessments to 
determine appropriate cut off scores for Muslims from different cultural backgrounds.  
 This study primarily focused on mediation because I was focused on 
understanding variables that may explain the relationship between perceived 
discrimination and depressive symptoms. Future research can focus on variables that may 
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moderate, or influence the magnitude, of the relationship between perceived 
discrimination and depressive symptoms. For example, other researchers can examine 
how concepts related to identity development such as identity salience (Stryker, 1980) 
and psychological centrality (Stryker & Serpe, 1994) may influence the magnitude of the 
relationship between perceived discrimination and depressive symptoms.  
Research Orientation  
 Community based participatory action research (CBPR) refers to an approach to 
research that involves the community in the development of research questions and in the 
interpretation of the data and can be useful in understanding mechanisms that lead to 
health disparities (Wallerstein & Duran, 2006). CBPR approaches can help researchers 
and religious leaders understand what they can do to support members of their 
congregation. The results of this study suggest women feel less supported by their 
religious community than men, and CBPR approaches can help researchers generate 
questions that can answer why women feel less supported by their religious community 
and what can be done address any potential issues.  CBPR techniques can highlight 
questions that are important to the community to answer and serve as a community 
building activity that may increase perceptions of religious community support as well as 
address concerns that may be leading certain members of the community (e.g., women) to 
not feel supported. Through the data collection process, a number of religious leaders and 
other individuals asked me why I was not examining other topics of importance to the 
community. For example, one Muslim man asked me why I was not researching youth as 
his community is concerned with challenges faced by their youth. CBPR allows for 
partnership and colearning to occur between researchers and the community that will 
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guide researchers to ask questions most relevant to the community. Further, it empowers 
the community to build their own capacity to conduct research. Finally, it allows for 
participation in the interpretation of research results and encourages sharing knowledge 
in an accessible way. Future researchers working with Muslim populations should use 
CBPR techniques to build knowledge regarding this population.  
Sampling Methods and the Role of Researcher’s Identity  
  The present study is one of few studies to proportionately represent the 
population with regard to ethnic background. However, Shi’a Muslims were 
underrepresented in the sample. Much of the research focusing on Muslim Americans 
excludes the experiences of African American Muslims. Connecting with African 
American Muslim leaders was critical in securing a representative sample. Early efforts 
to recruit African American participants included approaching the booths of African 
American mosques at the MAS-ICNA convention. This researcher (light skinned, Arab 
Muslim) and her husband (a Polish American convert) approached community leaders at 
the convention to discuss the study and request their email contact to forward the study to 
their congregation. The writer’s husband was asked to interact with religious community 
leaders, as in some cultures it is not customary for women to approach male leaders. The 
writer’s husband was met with understandable mistrust and skepticism from some 
community leaders. At this point, the researcher focused on seeking out African 
American Muslim community leaders who are supportive of research and mental health 
treatment. These leaders assisted the researcher in connecting with African American 
Muslims leaders and populations. Ultimately, the majority of African American Muslim 
participants were recruited through snowball efforts with the assistance of African 
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American Muslim leaders. The majority of in person recruitment took place at the Black 
Muslim Psychology Conference and Masjid El Taqwa. Masjid Al Taqwa is a fairly 
progressive mosque on the south side of Chicago with a mixed gender congregation. 
Thus, the sample may have included mostly African American Muslim participants who 
have less stigma toward mental health research. Future researchers working to include 
African American Muslims should begin by connecting with African American leaders in 
order to build trust with the community and avoid creating discomfort among leaders. 
Additionally, future researchers should take into consideration cultural norms (e.g., 
restrictions on men interacting with women) when approaching leaders and participants. 
Future researchers should continue to build strong relationships with Muslim leaders of 
all ethnic backgrounds, particularly African American Muslims, in order to accurately 
represent the population and avoid drawing conclusions about Muslim Americans that do 
not apply to populations excluded from the analysis. Future researchers should also use 
these strategies to reach out to underrepresented religious sects (e.g., Shi’a and 
Ahmadiyya Muslims) in research with Muslim populations.    
Research Methods  
 I employed cross sectional quantitative methodology in the present study. 
However, qualitative and longitudinal research can offer a number of advantages, 
including a more complex understanding of the relationships among perceived 
discrimination, coping strategies, religious community support, and depressive 
symptoms. Qualitative studies may help identify constructs that are particularly salient to 
Muslims and that may warrant further study using larger scale quantitative methods. 
Further, qualitative studies can add meaning to quantitative results as is the case with 
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mixed methods studies. Qualitative studies can examine what Muslims perceive to be 
protective factors about their identity and add further understanding to questions of the 
role identity development may play in the relationship between perceived discrimination 
and depressive symptoms.  Age was shown to be correlated with, negatively with 
depressive symptoms and positively with religious community support subscales in the 
preliminary analyses. Research on identity development suggests changes in identity over 
time that may have implications on coping strategies used and immersion in one’s 
community (Peek, 2005). Future researchers can use longitudinal methods to examine 
how changes in identity over time may influence coping strategies and community 
support.  
Implications for Counseling Psychology  
 In this section, I highlight implications for counseling psychology practice and 
advocacy.  
Counseling Psychology Practice  
 The finding that perceived discrimination is associated with depressive symptoms 
has implications for counseling psychologists working with Muslim Americans. Because 
perceived discrimination was associated with less use of coping strategies, clinical work 
could focus on facilitating the use of these coping strategies as a way to cope with 
experiences of discrimination. Clinical work can focus on assisting clients to identify and 
challenge negative beliefs about themselves that they may have developed as a result of 
experiences of discrimination. Clinical work can facilitate the exploration of psychosocial 
resources, such as religious community support, that may help reduce the influence of 
98 
 
perceived discrimination on the development of depressive symptoms among Muslim 
Americans.  
 Counseling psychologists should engage the Muslim American community in 
mental and behavioral health screening. Counseling psychologists working within a 
university or community settings with large Muslim populations can conduct outreach 
activities that involve screening for depression, providing information about depressive 
symptoms, and providing resources to seek support. Such efforts can enhance current 
outreach activities by specifically reaching out to Muslim populations. For example, 
counseling psychologists working on college campuses can work with the Muslim 
Student Association to conduct outreach screening day activities. Counseling 
psychologists should be aware of within group discrimination that may lead some ethnic 
groups (e.g., African American Muslims) to not participate in Muslim Student 
Associations and should seek them out through Black cultural centers or other avenues. 
Additionally, counseling psychologists should be aware of gender differences that may 
impact efforts to seek out Muslim women, particularly those who are not wearing hijab. 
Additionally, counseling psychologists working in community mental health facilities or 
hospitals can collaborate with local mosques and other health care professionals (e.g., 
Muslim Health Care Professionals) who go to community events to conduct other types 
of health screenings (e.g., diabetes, dental issues). Such efforts can help destigmatize 
mental health concerns (Ciftci, et al., 2013) among Muslim Americans and normalize 
mental health screenings as a part of general wellness.  
Counseling psychologists should work to develop cultural competencies in 
working with Muslim American clients. Developing cultural competencies is key to 
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providing quality mental health care to Muslim American clients. Understanding cultural 
nuances and the role perceived discrimination may have on presenting concerns of 
Muslim American clients is critical to serving this population. Counseling psychologists 
can educate themselves through examining research focusing on the experiences of 
Muslim Americans, consulting with religious leaders or other cultural informants when 
working with Muslim American clients, or through attending lectures, webinars and 
workshops that focus on work with Muslim clients. Counseling psychologists should 
assess the level of importance their clients attribute to their religion. Because Muslims do 
not always appear to be Muslim (i.e., may not be wearing overt markers of faith), 
counseling psychologists should explicitly assess the religious identity if their clients. 
When working with Muslim American clients, counseling psychologists should assess for 
experiences of discrimination, as well as adaptive and maladaptive coping strategies. 
Counseling psychologists should work with their clients to assist them in the 
development of adaptive coping strategies specific to Muslims. Furthermore, counseling 
psychologists should explicitly ask clients about their experiences in their communities 
and encourage clients to strengthen their relationships with other members of their 
community. At the same time, counseling psychologists should create a safe space for 
clients to process feeling alienated from their own communities. Counseling 
psychologists should consider multiple sources of community support that may buffer the 
relationship between experiencing discrimination and mental health outcomes, such as 
spousal support (Rollock & Lui, 2014). Finally, counseling psychologists should examine 
the ways in which discrimination, coping, and religious community support impact 
different Muslims differently. For example, it will be critical to pay attention to 
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individual differences that may exist between men and women, those who wear visible 
identifiers of faith and those who do not, and other factors that may influence perceptions 
of others such as skin tone or having an accent.  
Counseling Psychology Advocacy  
 Counseling psychologists should engage in advocacy efforts to reduce 
discrimination targeting Muslim Americans. Counseling psychologists can advocate at 
local and national levels or support the efforts of organizations working to eliminate 
discrimination by educating the public on the mental health impacts of discrimination. 
Counseling psychologists can work to educate other health professionals, students, and 
university administrators on the impact of discrimination on Muslim Americans and help 
to identify and end discriminatory practices. Counseling psychologists can advocate for 
Muslim Americans by publicly discussing the detrimental effects of equating Muslims 
with terrorism in the media.  
Because lower religious community support was associated with higher levels of 
depressive symptoms, counseling psychologists can work to increase access to religious 
community support on college campuses for Muslim American students. This can involve 
providing safe places for Muslims to pray on campus, increased funding for interfaith 
programming, and increased opportunities for Muslims to have events on campus that 
educate others about Islam, such as Islam Awareness Week. Because lower levels of 
coping were associated with higher levels of depressive symptoms, counseling 
psychologists can work to develop programming to support Muslims in the development 
of adaptive coping skills such as education/advocacy. Such programs exist for other 
ethnic and sexual minority groups, and the present study suggests Muslim Americans 
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would likely benefit from them as well. With regard to community work, counseling 
psychologists can work together with community organizations to secure grant funding 
for community centers to develop programming geared at increasing religious community 
support and developing coping strategies. Such programming should take into account 
within group discrimination and identity salience when developing programming to 
increase positive engagement in the community.   
Conclusion 
 In this study, which was informed by Padela and Curlin’s (2013) theory of 
Muslim Health, and biopsychosocial pathways models of minority health (Clark et al., 
1999; Pascoe & Richman, 2009; Roux, 2012), I examined the relationships among 
perceived discrimination, coping strategies, religious community support and depressive 
symptoms. My hypotheses were partially supported. High levels of perceived 
discrimination are related to lower levels of coping, which are related to higher levels of 
depressive symptoms. High levels of perceived discrimination are related to lower levels 
of religious community support, which are related to higher levels of depressive 
symptoms. Finally, the relationship between perceived discrimination and depressive 
symptoms is mediated by coping strategies and partially mediated by religious 
community support. Future research should consider community based participatory 
action approaches to research with Muslim Americans, as well as the use of quantitative 
and qualitative approaches to examine factors that may explain or buffer the negative 
effects of perceived discrimination on mental health. Counseling psychologists should 
work to develop interventions that focus on increasing religious community support and 
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adaptive coping skills, while also advocating to end discriminatory practices against 
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Appendix A: Global and U.S. Muslim Populations 
 
Indonesia has the largest Muslim population with approximately 200 million 
individuals (Pew, 2011). Other countries with large Muslim populations include Pakistan 
with 178 million Muslims, India with 177 million, Bangladesh with 148 million, Egypt 
with 80 million, Nigeria with 75 million, Iran with 74 million, Turkey with 74 million, 
Algeria with 34 million and Morocco with 32 million. The projected global population of 
Muslims is expected to grow to 2.1 billion by the year 2030 (Pew, 2011). Sunni Muslims 
make up the majority of the world’s Muslim population and Shi’a Muslims are the 
second largest faith group globally within Islam. 80% of the world’s Muslim population 
lives in a country (e.g., Iran, Pakistan) in which they are the majority whereas 20% live as 
minorities in their countries (e.g., India, China; Grim & Hsu, 2011).  
Researchers have estimated Muslim populations based on the number of Mosques 
located within each state (RCMS, 2010). Based on these data, Illinois, Virginia, New 
York, New Jersey, Texas, and Michigan have relatively large (i.e., greater than 1,200 
Muslims per 100,000 people) Muslim populations (RCMS, 2010). In contrast, Montana, 
Hawaii, Vermont, Nevada, North Dakota, and Maine have relatively small (i.e., less than 
103 Muslims per 100,000 people) Muslim populations (RCMS, 2010). The majority of 









Appendix B: Research Participant Consent Form 
 
RESEARCH PARTICIPANT CONSENT FORM 
Psychosocial Factors Mental Health of Muslim Americans 
Ayşe Ciftci, Ph.D. 
Lamise Shawahin, M.S.Ed 
Purdue University 
 
What is the purpose of this study? 
The purpose of this study is to better understand the experiences of Muslim Americans 
with discrimination and mental health. Further, we hope to better understand the role that 
coping strategies and community support play in the lives of Muslim Americans.   
What will I do if I choose to be in this study? 
If you chose to participate in this study, you will spend approximately 20 – 30 minutes 
answering questions related to your experiences with discrimination, mental health, coping 
strategies, and your perceptions of community support.  
How long will I be in the study? 
This study will take approximately 20 – 30 minutes.  
What are the possible risks or discomforts? 
The risks of participating are minimal and no greater than those encountered in everyday 
activities. However, there is a risk of discomfort associated with specific questions or 
topics that are raised through the questionnaire. If you become overly distressed, you can 




is breach of confidentiality. Safeguards used to minimize the risk can be found in the 
confidentiality section.   
Are there any potential benefits? 
Benefits to the individuals participating in the study may include increased self-
awareness through an opportunity to share their experience with others. The findings may 
provide further evidence for unique needs of Muslim Americans. The results of this study 
have the potential to inform programs and interventions to reduce discrimination and 
increase wellness on for Muslim Americans. 
Will information about me and my participation be kept confidential? 
The project's research records may be reviewed by departments at Purdue University 
responsible for regulatory and research oversight. Your responses and participation are 
completely anonymous and any information you provide will be confidential. Only Ayse 
Ciftci, Ph.D and Lamise Shawahin, M.S.Ed. will have access to the data. All data from the 
surveys will be coded and entered into a computerized data file that will be stored in 
password-protected computers accessible only to the research study personnel. Data from 
the research study will be retained for 3 years following completion of the study. The 
project’s research records may be reviewed by departments and Purdue University 
responsible for regulatory and research oversight.  
What are my rights if I take part in this study? 
Your participation in this study is voluntary.  You may skip questions that feel 
uncomfortable to answer. You may choose not to participate or, if you agree to 
participate, you can withdraw your participation at any time without penalty or loss of 




Who can I contact if I have questions about the study? 
If you have questions, comments or concerns about this research project, you can talk to one of 
the researchers.  Please contact Ayşe Ciftci at 765-494-9746.  
 
If you have questions about your rights while taking part in the study or have concerns about 
the treatment of research participants, please call the Human Research Protection Program at 
(765) 494-5942, email (irb@purdue.edu)or write to:  
Human Research Protection Program - Purdue University  
Ernest C. Young Hall, 10th floor - Room 1032  
155 S. Grant Street  
West Lafayette, IN 47907-2114 
Documentation of Informed Consent 
 
I have had the opportunity to read this consent form and have the research study explained.  I 
have had the opportunity to ask questions about the research study, and my questions have 
been answered.  I am prepared to participate in the research study described above.  I will be 
offered a copy of this consent form after I sign it [PAPER SURVEYS]. I can print or save to 
pdf this page if I chose [ONLINE VERSION]  
 
[PAPER VERSION]   
 
__________________________________________                          _____________________ 
              Participant’s Signature                                                                                  Date 
  
__________________________________________                           
              Participant’s Name 
 
__________________________________________                          _____________________ 





[I AGREE, CONTINUE TO SURVEY] 















Appendix C: Demographic Questionnaire 
 
Please answer the questions by circling the letter beside the answer that applies best or 
write your answer in the space provided whenever necessary. 








d. Ahmadiyya  
e. Other (please specify): ___________ 
 
3.  Please check which of the following applies to you:  
a. I was  born into a Muslim family and raised Muslim  
b. I converted to Islam 
c. Other (please specify): ___________ 
 
4.  How religious do you consider yourself to be?  
1 – Not at all religious; 5 – Very religious 
1 2 3 4 5 
 
 
5. What is your gender?  
a. Woman 
b. Man  
c. Other gender identity (please specify): _________ 
 
6. (If answered Man to #5) Do you routinely keep a long beard, wear a kufi, or wear anything 
else that visibly identifies you as a Muslim man?  
a. Yes 
b. No 
c. N/A  
 
7. (If answered Woman to #5) Do you routinely wear hijab, or anything else that visibly 
identifies you as a Muslim woman?  
a. Yes 
b. No  
c. N/A 
8. Which of the following best represents your racial or ethnic heritage? Choose all that apply:  




b. Black, Afro Caribbean, or African American 
c. Latino 
d. East Asian  
e. South Asian  
f. Middle Eastern  
g. Native American  
h. Other (Please indicate: _______________ 
 
9. Generational status: 
a. 1st Generation (you were born outside of the U.S. and moved to the U.S. when you were 
an adult 15 years or older)  
b. 1.5 Generation (you were born outside of the U.S. but arrived to U.S. in early or middle 
childhood i.e., 6 – 14 years of age)  
c. 2nd generation (you were born in the U.S. and one or both parents were born outside of 
the U.S., or you moved to the U.S. when you were 6 years old or younger)  
d. 3rd generation (you and both of your parents were born in the U.S.) 
 
10. What is your country of origin? ___________________________ 
 
11. What is your highest level of education? 
a. High school diploma 
b. Some college  
c. Associate’s degree  
d. Bachelor’s degree 
e. Master’s degree  
f. Professional degree 
g. Doctorate degree  
h. Other: ________ 
 






























Think of the above ladder as representing where people stand in the United States. 
At the top of the ladder are the people who are the best off - those who have the most money, the 
most education, and the most respected jobs. At the bottom are people who are the worst off - 
who have the least money, least education and the least respected jobs or no job. The higher up 
you are on this ladder, the closer you are to people at the very top; the lower you are, the closer 
you are to people at the very bottom. Where would you place yourself on this ladder? 
Please, circle the letter for the corresponding rung in which you think you stand at this time in 











Appendix D: Center for Epidemiologic Studies – Depression Scale 
 
Below is a list of the ways you might have felt or behaved. Please indicate how often you have 
felt this way during the past week. 
 
1. I was bothered by things that usually don’t bother me.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
2. I did not feel like eating; my appetite was poor. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
3. I felt that I could not shake off the blues even with help from my family or friends.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
4. I felt that I was just as good as other people.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
5. I had trouble keeping my mind on what I was doing. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
6. I felt depressed. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
7. I felt that everything I did was an effort. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 





8. I felt hopeful about the future.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
9. I thought my life had been a failure.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
10. I felt tearful.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
11. My sleep was restless. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
12. I was happy. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
13. I talked less than usual. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
14. I felt lonely. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 









15. People were unfriendly.  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
16. I enjoyed life. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
17. I had crying spells. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
18. I felt sad. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
19. I felt that people dislike me. 
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 
d. Most or all of the time (5 – 7 days)  
 
20. I could not “get going.”  
a. Rarely or none of the time (less than 1 day)  
b. Some or a little of the time (1 – 2 days)  
c. Occasionally or a moderate amount of time (3 – 4 days) 











Appendix E: Perceived Islamophobia Scale 
 
Please circle the degree to which you agree or disagree with the following statements 
using the scale indicated below. 
Note: In a question below, the term “islamization” refers to the perceived imposition of 
an Islamic political system on a society with a different social and political background. 
1 = Totally disagree  2 = Somewhat disagree  3 = Disagree          
4 = Agree   5 = Somewhat agree 6 = Totally agree 
 
1. Many non-Muslim U.S. Americans avoid Muslims.                    1 2 3 4 5 6 
2. Non-Muslim U.S. Americans are suspicious of Muslims.  1 2 3 4 5 6 
3. In general, non-Muslim U.S. Americans trust Muslims. 1 2 3 4 5 6 
4. Overall, only a few non-Muslim U.S. Americans are afraid of 
Islam 
1 2 3 4 5 6 
5. Most non-Muslim U.S. Americans feel safe among Muslims. 1 2 3 4 5 6 
6. Many non-Muslim U.S. Americans get nervous in the presence 
of Muslims.  
1 2 3 4 5 6 
7. A lot of non-Muslim U.S. Americans are afraid that Muslims are 
going to take over the U.S. 
1 2 3 4 5 6 
8. Many non-Muslim U.S. Americans fear an “islamization” of the 
U.S.  
1 2 3 4 5 6 
9. A lot of non-Muslim U.S. Americans consider Islam a threat to 
U.S. values.  
1 2 3 4 5 6 
10. U.S. media always presents Muslims as dangerous people.  1 2 3 4 5 6 
11. Islam is always presented as a threat to U.S. culture in the media.  1 2 3 4 5 6 






Appendix F: The Everyday Discrimination Scale 
 
For the following questions, using the scale, below circle how often the following things 
happen to you in your day-to-day life.  
1 = Never; 2 = Less than once a year; 3 = A few times a year; 4 = A few times a month;  
5 = At least once a week; 6 Almost every day 
1. You are treated with less courtesy than other people are.  1 2 3 4 5 6 
2. You are treated with less respect than other people are.  1 2 3 4 5 6 
3. You receive poorer service than other people at restaurants 
or stores. 
1 2 3 4 5 6 
4. People act as if they think you are not smart.  1 2 3 4 5 6 
5. People act as if they are afraid of you.  1 2 3 4 5 6 
6. People act as if they think you are dishonest.  1 2 3 4 5 6 
7. People act as if they’re better than you are.  1 2 3 4 5 6 
8. You are called names or insulted.  1 2 3 4 5 6 
9. You are threatened or harassed.  1 2 3 4 5 6 
 
Which of the following identities do you believe were targeted by the above experiences. 
Check those that apply.  
 Your ancestry or national origins 
 Your gender  
 Your race 
 Your age  
 Your sexual orientation  
 Your religion 
 Your height 
 Your weight  
 Some other aspect of your physical 
appearance 







Appendix G: Bicultural Self Efficacy Scale 
 
Please respond to the following statements by circling the extent to which each statement 
describes you, using the following scale: 
1 = Strongly disagree 3 = Disagree 5 = Neutral 7 = Agree 9 = Strongly agree 
1. I can count on both mainstream Americans 
and people from the same heritage culture 
as myself. 
1 2 3 4 5 6 7 8 9   
2. I can develop new relationships with both 
mainstream Americans as well as people 
from the same heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
3. I feel comfortable attending a gathering of 
mostly mainstream Americans as well as a 
gathering of mostly people from the same 
heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
4. I have strong ties with mainstream 
Americans as well as people from the same 
heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
5. I feel at ease around both mainstream 
Americans and people from the same 
heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
6. I have an extensive network of mainstream 
Americans as well as an extensive network 
of people from the same heritage culture as 
myself. 
1 2 3 4 5 6 7 8 9   
7. I feel like I fit in when I am with 
mainstream Americans as well as people 
from the same heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
8. I can communicate my ideas effectively to 
both mainstream Americans and people 
from the same heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
9. I can communicate my feelings effectively 
to both mainstream Americans and people 
from the same heritage culture as myself. 
1 2 3 4 5 6 7 8 9   
10. I am proficient in both standard English and 
the language of my heritage culture (e.g., 
vernacular, Spanish, etc.). 
1 2 3 4 5 6 7 8 9   
11. I can switch easily between standard 








12. I have generally positive feelings about both 
my heritage culture and mainstream 
American culture. 
1 2 3 4 5 6 7 8 9   
13. I have a generally positive attitude toward 
both mainstream Americans and my 
cultural group. 
1 2 3 4 5 6 7 8 9   
14. I have respect for both mainstream 
American culture and my heritage culture. 
1 2 3 4 5 6 7 8 9   
15. I take pride in both the mainstream 
American culture and my heritage culture. 
1 2 3 4 5 6 7 8 9   
16. I am knowledgeable about the history of 
both mainstream America and my cultural 
group. 
1 2 3 4 5 6 7 8 9   
17. I am knowledgeable about the values 
important to mainstream American as well 
as to my cultural group. 
1 2 3 4 5 6 7 8 9   
18. I am knowledgeable about the gender roles 
and expectations of both mainstream 
Americans and my cultural group. 
1 2 3 4 5 6 7 8 9   
19. I am knowledgeable about the holidays 
celebrated both by mainstream Americans 
and by my cultural group. 
1 2 3 4 5 6 7 8 9   
20. An individual can alter his or her behavior 
to fit a particular social context. 
1 2 3 4 5 6 7 8 9   
21. I can choose the degree and manner by 
which I affiliate with each culture. 
1 2 3 4 5 6 7 8 9   
22. I am confident that I can learn new aspects 
of both the mainstream American culture 
and my heritage culture. 
1 2 3 4 5 6 7 8 9   
23. It is acceptable for an individual from my 
heritage culture to participate in two 
different cultures. 
1 2 3 4 5 6 7 8 9   
24. It is acceptable for a mainstream American 
individual to participate in two different 
cultures. 
1 2 3 4 5 6 7 8 9   
25. Being bicultural does not mean I have to 
compromise my sense of cultural identity. 









Appendix H: Coping with Discrimination Scale 
 
Below is a list of strategies that some people use to deal with their experiences of 
discrimination. Please respond to the following items as honestly as possible to reflect 
how much each strategy best describes the way you cope with discrimination using the 
scale below. There are no right or wrong answers. 
 
1 = Never like me; 2 = A little like me; 3 = Sometimes like me; 4 = Often like me;  
5 = Usually like me; 6 = Always like me 
 
 I try to educate people so that they are aware of 
discrimination. 
1 2 3 4 5 6 
 I do not talk with others about my feelings. 1 2 3 4 5 6 
 I try to stop thinking about it by taking alcohol or drugs. 1 2 3 4 5 6 
 I respond by attacking others ignorant beliefs. 1 2 3 4 5 6 
 I wonder if I did something to provoke this incident. 1 2 3 4 5 6 
 I educate myself to be better prepared to deal with 
discrimination. 
1 2 3 4 5 6 
 I’ve stopped trying to do anything. 1 2 3 4 5 6 
 I use drugs or alcohol to take my mind off things. 1 2 3 4 5 6 
 I get into an argument with the person. 1 2 3 4 5 6 
 I wonder if I did something to offend others. 1 2 3 4 5 6 
 I try to stop discrimination at the societal level. 1 2 3 4 5 6 
 It’s hard for me to seek emotional support from other 
people. 
1 2 3 4 5 6 
 I do not use drugs or alcohol to help me forget about 
discrimination. 
1 2 3 4 5 6 
 I do not directly challenge the person. 1 2 3 4 5 6 
 I wonder if I did something wrong. 1 2 3 4 5 6 
 I help people to be better prepared to deal with 
discrimination. 
1 2 3 4 5 6 
 I do not have anyone to turn to for support. 1 2 3 4 5 6 
 I do not use alcohol or drugs to help me deal with it. 1 2 3 4 5 6 
 I try not to fight with the person who offended me. 1 2 3 4 5 6 
 I believe I may have triggered the incident. 1 2 3 4 5 6 
 I educate others about the negative impact of 
discrimination. 
1 2 3 4 5 6 
 I have no idea what to do. 1 2 3 4 5 6 
 I use drugs or alcohol to numb my feelings. 1 2 3 4 5 6 
 I directly challenge the person who offended me. 1 2 3 4 5 6 






Appendix I: Multi-faith Religious Support Scale 
We want to learn how people of different religions really feel about various aspects of 
their spiritual and religious life. Religions have different beliefs. For example, some do 
not believe in God, some believe in one God, and some believe in many Gods, and there 
are many names used (e.g., Allah, G-d, Jesus, Vishnu, etc). Some religions have many 
leaders and some have few. There are many other differences.  
 
Please read the following instructions and then circle the response that best fits your 
experience using the scale below.  
 
1 = Strongly disagree, 2 = Disagree, 3 = Neither agree nor disagree 
4 = Agree, 5 = Strongly agree 
1. I can turn to other participants in my religious group 
for advice when I have problems. 
1 2 3 4 5 
2. If something went wrong, my religious leaders 
would give me help. 
1 2 3 4 5 
3. I feel like I belong to God. 1 2 3 4 5 
4. Other participants in my religious group care about 
my life and situation. 
1 2 3 4 5 
5. I am valued by my religious leaders. 1 2 3 4 5 
6. I feel like God appreciates me as His servant. 1 2 3 4 5 
7. I do not feel close to other participants in my 
religious group. 
1 2 3 4 5 
8. I can turn to my religious leaders for advice when I 
have problems. 
1 2 3 4 5 
9. If something went wrong, I feel like I could ask God 
for help. 
1 2 3 4 5 
10. Other participants in my religious group care about 
my life and situation. 
1 2 3 4 5 
11. My religious leaders care about my life and 
situation. 
1 2 3 4 5 
12. I feel like I have worth in the eyes of God 1 2 3 4 5 
13. I feel appreciated by other participants in my 
religious group. 
1 2 3 4 5 
14. I do not feel close to my religious leaders. 1 2 3 4 5 
15. I can turn to God for advice when I have problems. 1 2 3 4 5 
16. If something went wrong, other participants in my 
religious group would give me help. 
1 2 3 4 5 
17. My religious leaders give me the sense that I belong. 1 2 3 4 5 
18. I feel like God cares about my life and situation.   1 2 3 4 5 
19. I am valued by other participants in my religious 
group. 
1 2 3 4 5 
20. I feel appreciated by my religious leaders. 1 2 3 4 5 












































Appendix K: Initial and Follow up Recruitment Email 
Subject Heading: Muslim Americans Experiences      
Assalamualaikum Wa Rahmat Allah Wa Barakatu, 
 
Thank you for taking the time to read this letter. My name is Lamise Shawahin and I am 
a Muslim American doctoral student in Counseling Psychology at Purdue University 
studying under the supervision of Dr. Ayşe Ciftci. I am conducting research on factors 
that may influence the mental health of Muslim Americans living in the U.S. and would 
appreciate your assistance in collecting information. This research has the potential to 
inform future psychological interventions with the Muslim American community. You 
can assist me in these efforts by participating in this research study.  
 
I am looking for American Muslims from diverse backgrounds to participate in this 
study. To participate you must identify as a Muslim and live in the United States.  Your 
responses will be anonymous and confidential, and you may withdraw from the study at 
any time with no penalties.  
 
If you agree to participate in the research study, simply click on this link or copy-and-
paste it into your web browser.  
 
<survey web link> 
 
If you have any questions about this study, please feel free to contact me at 
LSHAWAHIN@GMAIL.COM or my advisor Dr. Ayşe Ciftci at 
AYSE@PURDUE.EDU.  
 
Please feel free to forward this  message to anyone you think may be interested.  I am 
grateful for your time and responses, and may Allah (SWT) reward you for your efforts.  
 




Lamise Shawahin, M.S.Ed.         Ayse Ciftci, 
Ph.D.  











Subject Heading: Muslim Americans Experiences      
  
AssalamuAlaikum Wa Rahmat Allah wa Barakatu,  
 
 
I am writing to follow up on a previous email I sent about a research study I am working 
on examining factors that may influence the mental health of Muslim Americans living in 
the U.S. If you have already completed the research study, JazakAllah Khair for your 
time! If you have not yet completed the research study and are interested, simply click on 
this link or copy-and-paste it into your web browser.  
 
<survey web link> 
 
If you have any questions about this study, please feel free to contact me at 
LSHAWAHIN@GMAIL.COM or my advisor Dr. Ayse Ciftci at 
AYSE@PURDUE.EDU.  
 
Please feel free to forward this  message to anyone you think may be interested.  I am 
grateful for your time and responses, and may Allah (SWT) reward you for your efforts.  
 





Lamise Shawahin, M.S.Ed.         Ayse Ciftci, 
Ph.D.  

















Appendix L: Social Media Recruitment Message 
Assalamualaikum Wa Rahmat Allah Wa Barakatu! I am conducting research on the 
experiences of Muslim Americans with discrimination, coping, community support and 
mental health.You must be 18 years or older, and identify as a Muslim man to particpate. 
Please feel free to forward this  message to anyone you think may be interested.  















Participants needed for a research 
study focusing on the mental health 





Please contact Dr. Ayse Ciftci or Lamise Shawahin for more information.  
The primary investigator on this project is Dr. Ayse Ciftci. She can be 












Appendix N: Exploration of Trends in Between Group Differences 
Convert status 
 At the suggestion of my committee, I examined estimated marginal means of 
coverts to Islam in comparison to individuals who were born into Muslim families among 
the religious community support variables. The MANOVA did not reveal significant 
differences (See Table 3). No significant differences were found in a follow up ANOVA 
between the variables. Estimated marginal means revealed individuals born into a 
Muslim family (n = 201; M = 3.30, SD = .08) reported greater Religious Leader Support 
than Muslims who converted to Islam (n = 54; M = 3.30, SD = .08). Similarly, 
individuals born into a Muslim family (M = 3.76, SD = .08) reported greater Religious 
Participant Support than individuals who converted to Islam (M = 3.60, SD = .08). 
Although these are trend level data and not statistically significant, patterns of levels of 
support seem to suggest that converts may feel less supported by their communities than 
individuals who were born into Muslim families.  
Ethnic and Gender Differences in Religious Participant and Religious Leader 
Support 
Because gender differences were found in relation to religious community 
support, a follow up two-way MANOVA was conducted to examine the interaction 
between gender and ethnicity. The interaction term was not significant (η2 = .02, p = 
.89). Post hoc tests of between-subjects effects revealed no significant differences for any 
of the indicator variables of religious community support. Examination of estimated 
marginal means revealed African American Men had the highest rating of Religious 




mixed race reported the lowest religious leader support (M = 3.24, SD = .45). Among 
women, White women reported the lowest religious leader support (M = 2.63, SD = .23). 
African American women and Arab American women reported the highest religious 
leader support (African American, M = 3.34, SD = .19; Arab American, M = 3.34, SD = 
.18). For Religious Participant Support, African American men had the highest rating 
among men (M = 4.09, SD = .20). Men who were mixed race or some other ethnic 
identification had the lowest rating of Religious Participant Support among men (M = 
3.53, SD = .38). African American women had the highest rating among women for 
Religious Participant Support (M = 3.84, SD = .16). Similar to men, women who 
indicated they were mixed race or another ethnic category reported the lowest Religious 
Participant Support (M = 3.20, SD = .20). Although these data represent trend level 
differences and are not statistically significant from one another, there was a pattern that 
the lowest scores in each category were from individuals of a mixed race or non majority 
background. Many mosques in the U.S. are segregated by ethnicity. Generally, mosques 
are located within an ethnic enclave (e.g., Arab American) and sermons are held in the 
language of that ethnic group. Therefore, these results may suggest that individuals who 
do not belong to one ethnic group may feel less supported by other members of their 
religious community or their religious leaders. Future researchers can use qualitative 
methodology to explore the experiences of mixed race Muslims.  
Ethnic and Gender Differences in Perceived Islamophobia 
Perceived Islamophobia (PI), one of the indicator variables for perceived discrimination, 
was only correlated with one of the subscales (i.e., interpersonal difficulties) of the CES-




subscales for the CES-D for the three main ethnic groups (i.e., Arab Americans, South 
Asian Americans and African Americans) represented in this study. For Arab Americans 
(n = 73), PI was significantly correlated with interpersonal difficulties (r =.30, p < .01) 
and not correlated significantly with the other subscales. In the subsample of South Asian 
Americans (n = 73) and African Americans (n = 61) PI was not correlated significantly 
with any of the subscales of the CES-D. For men (n = 103), PI was not correlated 
significantly with any of the subscales of the CES-D. However, for women (n = 167), PI 
was correlated significantly with absence of positive affect (r = .18, p < .05) and 
interpersonal difficulties (r = .14, p < .05). For women wearing hijab, PI was significantly 
correlated with depressed affect (r = .20, p < .05), absence of positive affect (r = .30, p < 
.01), somatic retardation (r = .28, p < .01), and interpersonal difficulties (r = .20, p < .05). 
Examination of the bivariate correlations among subgroups of the sample suggests PI 
may become more relevant as a predictor of depressive symptoms when Muslim identity 
is more salient, as is the case with Muslim women who wear hijab. Future research 
should examine identity salience as it relates to perceived discrimination, coping, 
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